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Introduction
 Chapter 1 
 2   
This thesis contains a report on the development and psychometric evaluation of two 
measurement instruments for the field of forensic psychiatric outpatient treatment: The 
Therapie Motivatie Schalen (TMS-F) constitute a self-report questionnaire for the assess-
ment of the patient’s motivation to engage in the treatment and of several cognitive and 
emotional factors that are supposed to underlie this motivation. The Beoordelingslijst Inzet 
voor de Behandeling (BIB) is a therapist-rating instrument for the assessment of the 
patient’s actual behavior of treatment engagement. In the following, the English names 
Treatment Motivation Scales (TMS-F) and Treatment Engagement Rating scale (TER) will 
be used in the following.  
Although the chapters of the thesis speak by themselves and the relationship between the 
chapters is obvious, three subjects may require an introduction: (1) the field of forensic 
psychiatric outpatient treatment for which the instruments are constructed, (2) the construc-
tion method of the TMS-F, and (3) – although Chapter 2 is entirely devoted to this subject – 
the concept of treatment motivation. 
1.1 The Rise of Forensic Psychiatric Outpatient Treatment 
Forensic psychiatry is concerned with mentally disordered individuals who have 
committed offences for which they cannot, or not entirely, be held responsible because of 
their mental disorder. A primary purpose of forensic psychiatric treatment is the prevention 
of delinquent recidivism. Until the early nineties of the past century, forensic psychiatric 
treatment in the Netherlands was provided in inpatient treatment centers. In 1992, the first 
forensic psychiatric outpatient treatment center became operational. From the beginning, 
forensic outpatient treatment was provided by two main levels of intensity. Patients in 
deeltijd treatment (in the following part-time treatment) spend a major part of the day in the 
treatment setting receiving a multi-disciplinary treatment. In contrast, the typical policlinic 
treatment consists of treatment sessions that are provided by one or two therapists and are 
scheduled on a weekly or two-weekly basis.  
Since the beginning in 1992, the volume of forensic outpatient treatment has grown 
rapidly (Plemper, 2001). The number of patients in policlinic treatment increased steadily 
from 22 in 1992, to 653 in 1996, and to 2245 in 1999; that of patients in part-time treatment 
from 20 in 1992, to 227 in 1999. In the same period, the number of treatment centers 
increased from one to seven. More recent figures indicate that the expansion of forensic 
outpatient treatment has continued, especially with respect to policlinic treatment. In 1999, 
the total number of policlinic treatment sessions was 41673, which corresponds with 18.6 
sessions per patient (Plemper, 2001). According to the 2003 annual report of the Dutch 
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National Health Tariffs Authority (College Tarieven Gezondheidszorg, 2004), the number 
of policlinic treatment sessions was 93880 in 2002, and expected to be 124800 in 2003. On 
the basis of the number of 18.6 sessions per patient, this corresponds with approximately 
5000 patients in 2002 and 6700 in 2003. Moreover, the fact that in 2004 several forensic 
psychiatric treatment providers opened new outpatient treatment sites suggests that the 
number of patients has not yet reached its maximum. The tremendous and ongoing growth 
of the field justifies the considerable investment in the development of the TMS-F and the 
TER.  
1.2 Method of Questionnaire Development 
Compared with the space social science journals dedicate to the evaluation of the 
psychometric properties of measurement instruments, little information is provided concer-
ning the development of these instruments. When a new questionnaire is introduced, 
typically not more than a few lines in the introduction section are devoted to the 
development of the items, and information about the selection of items is also sparse. To 
some extent, this imbalance also occurs in the present thesis, although the construction of 
the TMS-F is described with far more detail than commonly is the case in scientific 
journals. The meager coverage of the construction compared with the evaluation of 
questionnaires is stunning, considering that at the moment when the items are written and 
selected the die is cast with respect to the quality of the instrument, regardless the amount 
of psychometric research that follows. The following may at least somewhat reduce this 
imbalance in the present thesis.  
Questionnaires have been developed by radically different approaches. Burisch (1984) 
distinguished three main methods, which he labeled external, inductive, and deductive. 
Oosterveld (1996) developed a taxonomy of methods of questionnaire development accor-
ding to whether a theoretical and conceptual basis is specified preceding the development 
of the items, the construction of the scales, and the psychometric evaluation of the question-
naire. Of the three methods distinguished by Burisch, only the deductive method (construct 
method in the terminology of Oosterveld) starts with a definition of the concepts underlying 
the scales and a theory about the relationships among the concepts. The development of the 
items is then guided by the definitions of the concepts. Special attention is paid to the possi-
bility that items are also sensitive to other concepts than the intended one. Experts or 
potential respondents are used to evaluate the theoretical relevance, semantic features, and 
comprehensibility of the items. The construction of the scales is based on the convergent 
and discriminant validity of the items. To be selected for a scale, an item must correlate 
strongly with the sum score of its own scale and more weakly with the sum scores of other 
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scales. The validation involves testing whether the correlations among the scales are in 
accordance with the theoretically derived associations among the underlying concepts. 
Furthermore, the convergent and discriminant validity of the scales is estimated, preferably 
by a multitrait-multimethod design. A questionnaire developed according to this approach 
is the Personality Research Form (PRF, Jackson, 1984). 
When the inductive method is applied, the concepts are not specified in advance but 
depend on the content of the items that constitute the factors that emerge in an explorative 
factor analysis. The initial item-pool, which is often adopted from existing questionnaires, 
consists of items representing a loosely defined content domain that has to be represented 
by the questionnaire. Because the factorial structure that emerges in an explorative factor 
analysis is subject to chance, an essential part of the validation of the questionnaire is a 
cross-validation with an independent sample. A well-known questionnaire developed 
according to the internal method is the NEO Personality Inventory (NEO-PI, Costa & 
McCrea, 1985).  
The external method of questionnaire development, which is also called actuarial 
(Cronbach, 1990), starts with the development or adoption of a large pool of maximally 
heterogeneous items. Scales are composed on the basis of empirically discovered relation-
ship with external criteria of interest. As in the case of the inductive method, cross-
validation is pivotal in the validation process because the correlation with external criteria 
found in the initial sample may partly be due to chance. Because of the heterogeneous 
content of the items of a scale, it may be clear what the scale scores predict but not which 
concepts they represent. This limits the communicability of the meaning of the scale scores 
(Burisch, 1984). The probably best-known questionnaire developed by the external method 
is the Minnesota Multiphasic Personality Inventory (MMPI, Hathaway & McKinley, 1943).  
The development of the TMS-F largely followed the steps of the deductive, or construct 
method as described by Oosterveld (1996). Because the validation and psychometric 
evaluation of the TMS-F is extensively described in the following chapters, this section 
focuses on the first stages of the development of the questionnaire. It started with an 
analysis of the concept of treatment motivation and a theory about its associations with 
related concepts (see Chapter 2). The concepts to be measured by the scales were defined 
and facets of the concepts were identified in order to assure that the whole content domains 
of the concepts are represented by the items. The items were written on the basis of the 
definitions of the concepts and their facets paying particular attention to possible overlap 
with other concepts. Items were removed, added, or edited on the basis of judgments of 
forensic therapists and patients regarding the relevance of item content, appropriateness of 
language level, ambiguity of formulations, and susceptibility to social desirable responding. 
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As a preliminary test of the discriminant validity of the items, undergraduate psychology 
students assigned the items to the scales on the basis of the definitions of the underlying 
concepts (see Appendices D and E). Many items did not pass the stage of subjective 
evaluation. Additional items had to be removed in a later stage because of unfavorable 
patterns of correlation, which in retrospect could have been foreseen from the content or 
formal features of the items (see Chapter 3). There can be no doubt, that the psychometric 
quality of the TMS-F would have been worse if less attention had been paid to potential 
problems in the stage of item writing, and if more problematic items had remained 
undetected in the stage of item judgment. This underscores the importance of utmost 
meticulousness in these stages of questionnaire development.  
1.3 Remark About the Concept of Treatment Motivation 
The term motivation is rooted in the Latin verb movere, which means ‘to move’. More 
directly, motivation stems from motive, which according to the Online Etymology 
Dictionary (Harper, 2001), was first recorded in 1362 and means “that which inwardly 
moves a person to behave a certain way”. This is a clear statement, and nobody seems to 
have missed the word motivation until psychologists entered the arena. When the term 
motivation was first recorded in 1873 (Harper, 2001, see entry motivate), one may have had 
the faintest idea what conceptual morass one had stumbled into. A century later, motivation 
had become an “extremely important but definitionally elusive term”, according to the first 
edition of the Penguin Dictionary of Psychology (Reber, 1985, p. 454). Attracted by the 
‘extreme importance’ of the concept, swarms of psychologists of all kinds got stuck, and 
things went from bad to worse. According to the Dutch version of the revised edition of the 
same dictionary (Reber, 2001), which then fills 772 pages, “een beargumenteerd voorstel 
voor een definitie zou vele pagina’s meer vergen dan de omvang van dit woordenbook”1. 
With some resignation, therefore, the author puts up with “een vage aanduiding”2 (ibid., p. 
381) of the meaning of motivation. Given this regrettable state of affairs, it does not sur-
prise that the concept of treatment motivation is also surrounded by despairing confusion. 
No doubt, one would be well advised to steer clear of the concept, unless one is determined 
to create an instrument for its assessment. In that case, an attempt has to be made to clarify 
the meaning of treatment motivation, at the risk of appearing naive, bold, or both.  
                                                          
1
 A substantiated suggestion for a definition would require many more pages than this dictionary comprises. 
2
 A vague indication. 
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1.4 Outline of the Thesis 
In Chapter 2, an attempt is made to unravel three major sources of misunderstandings 
concerning the concept of treatment motivation. Subsequently, an alternative conceptualiza-
tion is offered, in which treatment motivation is defined as the motivation to engage in the 
treatment. Furthermore, a nomological network is proposed, which involves the concept of 
treatment motivation and several concepts that are supposed to determine or to depend on 
treatment motivation. These concepts constitute the basis of the scales of the TMS-F and of 
the TER, and their hypothesized mutual relationships constitute the theory, which is 
implicitly tested in the Chapters 3 and 4. 
In Chapter 3, it is reported on the construction and a first psychometric evaluation of the 
TMS-F using the data from two samples of forensic psychiatric outpatients. The data of the 
first sample are used to select items for the final scales, to investigate the dimensionality 
and internal consistency of the scales, and to test the factorial structure of the whole 
questionnaire. The latter is crucial because, as Judd, Smith, and Kidder (1991) note, “if the 
theoretically derived predictions turn out to be fulfilled in the data, that constitutes support 
for all of the components that went into the predictions: the theory as well as the validity of 
all the measures involved” (p. 57). The data of the second sample are used for a cross-
validation of the results obtained with the first sample. 
The validation of the TMS-F proceeds in two studies, presented in Chapter 4. In the first 
study, the convergent and discriminant validity of the TMS-F scales is evaluated in a 
multitrait-multimethod design with a simple therapist-rating instrument as the criterion 
method. In the second study, the utility of the Motivation to Engage in the Treatment scale 
of the TMS-F for the prediction of actual treatment engagement is evaluated in a 
longitudinal design. The Treatment Engagement Rating scale (TER), which is addressed in 
Chapter 7, is used as the criterion measure in this study.  
Another validity issue, which is commonly regarded as particularly relevant in the field 
of offender treatment, is the susceptibility of self-report instruments to socially desirable 
responding. In Chapter 5, three studies are presented that address this issue with respect to 
the TMS-F. The first study is devoted to the construction and psychometric evaluation of 
the Social Desirability (SD) scale. In the second study, the validity of the SD scale is 
investigated applying a method, which to my knowledge has not been used before. In the 
third study, various data analytical procedures are employed to estimate the influence of 
social desirable responding on the scores of the TMS-F. 
The heart of Chapter 6 are the norm tables, which contain the conversion of the raw 
scores of the TMS-F scales to standardized scores, which enable the interpretation of scores 
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of individual patients. In addition, the representativeness of the norm sample is addressed 
and descriptive statistics concerning the scores of the TMS-F scales in various categories of 
forensic psychiatric outpatients are provided.  
Chapter 7 is dedicated to the TER, which originally was developed solely as a criterion 
measure for the TMS-F. However, because the instrument turned out to have surplus value 
and to be appealing to the therapists who used it, it eventually got a more prominent part 
than initially was intended. The content of the TER is described and data concerning the 
reliability and validity of the instrument are presented. Finally, standard scores for the 
interpretation of the TER scores are provided.  
In Chapter 8, the main conclusions of the preceding chapters concerning the TMS-F, the 
TER, the theory underlying both instruments, and assessment issues in forensic psychiatry 
are summarized. In addition, some limitations of the research reported in the earlier 
chapters are acknowledged.  
Finally, summaries of the thesis in English and Dutch are provided in Chapter 9.  
 
  
  
 
 
   
Treatment Motivation: An Attempt 
for Clarification of an Ambiguous 
Concept* 
                                                          
* This chapter is a slightly adapted version of :  
Drieschner, K. H., Lammers, S. M. M., & Van der Staak, C. P. F. (2004). Treatment 
motivation: An attempt for clarification of an ambiguous concept. Clinical Psychology 
Review, 23, 1115-1137. 
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2.1 Introduction 
It has long been recognized that the patient’s motivation is a pivotal factor in psycho-
logical treatment. As Krause put it, “because the psychotherapy patient, the counseling 
patient, or the casework client does not merely receive treatment but must actively partici-
pate in it, his motivation to participate is a vital factor in the outcome of treatment” (1966, 
p. 9). The importance of treatment motivation is mainly based on its assumed relationship 
with the treatment-related behavior, which is often referred to as adherence, compliance, or 
treatment engagement. For instance, Ryan, Plant and O’Malley note that “lack of motiva-
tion is one of the most frequently cited reasons for patient dropout, failure to comply, 
relapse, and other negative treatment outcomes” (1995, p. 279).  
The assumed importance of treatment motivation is also reflected by a growing stream 
of publications. The bulk of this literature is either concerned with addicted patients (e.g. 
De Leon, Melnick, Kressel, & Jainchill, 1994; Erickson, Stevens, McKnight, & Figueredo, 
1995; Gerdner & Holmberg, 2000; Heather, Rollnick, & Bell, 1993; Isenhart, 1994; Miller, 
1985; Petry, 1993; Ryan et al., 1995; Simpson & Joe, 1993), or with psychotherapy patients 
with various problems (e.g. Derisley & Reynolds, 2000; Keijsers, Schaap, Hoogduin, 
Hoogsteyns, & De Kemp, 1999; McConnaughy, Prochaska, & Velicer, 1983; Pelletier, 
Tuson, & Haddad, 1997; Schneider & Klauer, 2001). In addition, there is a growing interest 
for treatment motivation in the field of offender treatment (e.g. Dahle, 1995; Garland & 
Dougher, 1991; Jenkins Hall, 1994; McMurran et al., 1998; Tierney & McCabe, 2001; 
Tierney & McCabe, 2002; Vanhoeck, 2001). 
The patient’s treatment motivation is especially important for the choice of therapeutic 
interventions. As Rosenbaum and Horowitz note, “much of a therapist’s work during 
clinical practice involves the tracking of such [motivational] patient states and state 
changes” (1983, p. 353). This explains the impressive body of literature about enhancing 
treatment motivation (e.g. Campling, 1996; Garland & Dougher, 1991; Kear-Colwell & 
Pollock, 1997; Larke, 1985; Meichenbaum & Turk, 1987; Miller & Rollnick, 1991; 
Murphy & Baxter, 1997; Newman, 1994; Reis & Brown, 1999; Smyth, 1996; Walitzer, 
Dermen, & Conners, 1999).  
The wide interest in treatment motivation sharply contrasts with the almost chronic 
ambiguity of the concept. Two decades after the first attempt to clarify the meaning of 
treatment motivation (Raskin, 1961), Rosenbaum and Horowitz still concluded that “what 
is meant by the term ‘patient motivation’ has not become any clearer” (1983, p. 346). An 
important milestone was a review by Miller (1985), who criticized the predominant trait-
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like conceptualization of treatment motivation, which lead to self-fulfilling prophecies, 
blaming the patient, and discouragement of attempts to enhance treatment motivation. In 
the more recent literature, the notion that treatment motivation is a patient state, which 
fluctuates and can be influenced during the treatment process, clearly prevails. In spite of 
this progress, the frustration about conceptual problems remains a constant factor in the 
literature about treatment motivation. Veith (1997) notes that lamentation about conceptual 
confusion surrounding this concept is repeated in almost every review about the subject. 
Ill-defined concepts can be obstacles to theoretical and practical progress, especially 
when they are popular. It seems that this applies for the concept of treatment motivation. In 
any case, the persistent contrast between the conviction about its importance and the frus-
tration about its ambiguity asks for a thorough analysis of the concept. The purpose of this 
chapter is to contribute to such an analysis. In the first section, section 2.2, three sources of 
the confusion surrounding the concept of treatment motivation are analyzed. Section 2.3 
focuses on causes, and section 2.4 on practical consequences of the problem. In section 2.5, 
a conceptualization of treatment motivation and related concepts is proposed. In the final 
section 2.6, suggestions for future research are made. 
2.2 Sources of Conceptual Confusion 
2.2.1 Failing to Relate Motivation to Behavior 
An obvious starting point for a conceptual analysis of treatment motivation is the more 
encompassing concept of motivation. In 1981, Kleinginna and Kleinginna collected nume-
rous definitions of motivation, and since then, many new definitions have been proposed. 
Because of the considerable divergence in formulations, it is remarkable that most defini-
tions of motivation have one thing in common: In accordance with the terms’ etymology as 
a ‘moving‘ force, motivation is defined as an internal force which ‘moves’ an organism to 
engage in a particular behavior. Unfortunately, while it seems common ground that motiva-
tion is always the motivation for a particular behavior, the inseparable link between moti-
vation and behavior is often disregarded in the literature about treatment motivation. This 
results in conceptual ambiguity. 
The term treatment motivation itself can show this. Because ‘treatment’ does not auto-
matically designate a particular behavior, it remains unclear to which behavior the motiva-
tion refers. A look at the possible behavioral objects to which treatment motivation can 
refer, reveals that the term encompasses different concepts. For individuals who have not 
yet entered treatment, relevant treatment related behaviors are looking for and entering into 
treatment. For patients, who by definition receive some treatment, treatment motivation 
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must be defined in relationship to their behavioral engagement during the treatment 
process. Confusingly, the term treatment motivation is used in the former (e.g. Dahle, 1995; 
Gerdner & Holmberg, 2000; Pelletier et al., 1997; Raskin, 1961) as well as in the latter 
context (e.g. Isenhart, 1994; Krause, 1967; Rosenbaum & Horowitz, 1983; Schulte, 1997). 
This ambiguity could be avoided by distinguishing ‘motivation to enter treatment’ and 
‘motivation to engage in treatment’.  
A similar criticism applies to the term motivation to change. This term is adequate as 
long as change refers to well-defined problem behaviors such as smoking cigarettes, 
problem drinking, or delinquent behavior (Miller & Tonigan, 1996; Prochaska et al., 1994; 
Tierney & McCabe, 2001). Conceptual troubles emerge when the term motivation to 
change is transferred to problems which patients do not perceive as primarily behavioral 
(e.g. Brogan, Prochaska, & Prochaska, 1999; Derisley & Reynolds, 2000). For example, in 
the context of problems such as depression, anxiety, and pain, the desired change refers to 
complaints the patient wants to get rid of, rather than to a behavior. What is meant by 
motivation to change in that context is in fact a desire or a wish. If the term motivation is to 
be used, it would have to refer to the effort required for change. 
It is important to distinguish between the concepts of motivation and desires or wishes. 
Although a motivation can be based on a desire, it does not necessarily result from it. In the 
absence of other cognitions, such as the belief that the desired outcome can be realized for 
an acceptable price, there will be little motivation to engage in a particular behavior. 
 
2.2.2 Entangling Treatment Motivation with its Determining Factors and the Resulting 
Behavior 
2.2.2.1 Conceptual level  
Most illustrative for the conceptual confusion concerning treatment motivation is the 
sheer amount of concepts which are regarded as motivational. Rosenbaum and Horowitz 
(1983) collected 125 terms which they consider pertinent to treatment motivation. De Moor 
and Croon (1987) arrived at 23 components of treatment motivation. Keijsers, Schaap, 
Hoogduin, Hoogsteyns, and de Kemp report that “operationalizations and instruments in 
studies over the past 30 years have produced 24 to 36 grossly different criteria for patient 
motivation” (1999, p. 166). Expressing their frustration about the proliferation of motivatio-
nal terms, Rosenbaum and Horowitz note that “definitions of motivation are sufficiently 
fuzzy so that almost any variable can be thought of as relevant” (1983, p. 351).  
This frustration seems to result from a fundamental misconception. The observation that 
many variables are considered ‘relevant’ for treatment motivation does not mean that those 
variables represent aspects of the concept itself. In fact, defining treatment motivation in 
 The concept of treatment motivation 
  13 
relationship to behavior, as advocated above, implies that it has to be conceptually distin-
guished from this behavior. Furthermore, treatment motivation has to be distinguished from 
the internal variables which are assumed to cause it, such as desires, distress, outcome 
expectancies, or the recognition that one has a problem. Conceptually separating treatment 
motivation from its determinants and the resulting behavior would considerably reduce the 
confusion resulting from the number of concepts. This can be illustrated by a closer look at 
typical lists of motivational concepts (De Moor & Croon, 1987; Hoogduin & Schaap, 1989; 
Rosenbaum & Horowitz, 1983). Behavioral terms such as ‘active participation’ or ‘open 
communication’, internal determinants of treatment motivation such as ‘distress’, ‘problem 
recognition’, or ‘outcome expectancy, and volitional concepts such as ‘willingness to 
sacrifice’, and ‘willingness to participate actively’ are jumbled together, often under the all 
encompassing label ‘motivational’.  
This lack of conceptual differentiation is the rule in the literature about treatment 
motivation. For example, Jenkins Hall (1994) subsumes the acceptance of the problem and 
in-treatment behavior, such as session attendance and level of participation during therapy 
sessions, under the term “motivational factors”. Similarly, in his motivational profile for 
court mandated treatment, Vanhoeck (2001) treats determinants of treatment motivation, 
such as problem recognition or distress, and the willingness to engage in specific behaviors, 
such as working on problems or accepting help, as different kinds of motivation. Nelson 
and Borkowec regard determinants of treatment motivation, such as expectation of success, 
satisfaction with treatment, and the quality of the therapeutic relationship as “dimensions of 
client participation [italics added]” (1989, p. 155). Gerdner and Holmberg argue, that 
“motivation is a complex concept that needs certain circumstances, behaviors and attitudes 
as indicators” (2000, p. 549). Especially illustrative is that the term treatment adherence in 
a book about this subject is consequently translated as Therapiemotivation in the German 
edition (Meichenbaum & Turk, 1987; Meichenbaum & Turk, 1994).  
Regarding the treatment-related behavior of patients as a dimension of treatment 
motivation can lead into conceptual quicksand, as is shown by the following quotation:  
If a key dimension of motivation is adherence to or compliance with a change 
program, then motivation may be thought of as a probability of certain behaviors 
.... If we take this pragmatic approach, ‘motivation’ can be defined as the 
probability that a person will enter into, continue, and adhere to a specific 
change strategy (Miller & Rollnick, 1991, p. 19).3  
                                                          
3
 An almost identical formulation had earlier been proposed by Zitman (1978), who defined treatment motivation 
as the multi-causally determined probability that a patient chooses a therapy and remains engaged in it until his 
condition has sufficiently improved (p. 345) 
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The appeal of this frequently cited definition is that it links the difficult to grasp concept 
of motivation to observable behavior, which seems rather promising for clinical purposes as 
well as for the measurement of treatment motivation. However, the definition is circular. 
Motivation is inferred from the very behavior it is assumed to predict. Several authors have 
pointed to the danger of circularity with regard to the concept of motivation (Bandura, 
1986; Dahle, 1995; Fisher, 1996; Lens, 1997; Ryan et al., 1995). For example, Bandura 
warned that “intention cannot be inferred from actions; otherwise, it would provide a 
circular explanation in which the same event is taken as evidence of both cause and effect. 
Rather, intention must be defined independently of the behavior it regulates” (1986, p. 468). 
Due to its circularity, Miller and Rollnick’s definition implicitly assumes that treatment 
motivation is the only factor influencing the patient’s behavior. This ignores the possibility 
that a patient might not ‘enter into, continue, and adhere to a specific change strategy’ 
because of situational factors (e.g. financial resources, time constraints), internal factors, 
which are not under his volitional control (e.g. cognitive capacity, neuropsychological 
factors), or just because he switched to a change strategy which he regards as more 
promising. About these factors, Krause notes: “Since these difficulties differ for individu-
als, no functional relationship can exist for individuals directly between degree of adequate 
patient role performance [i.e. treatment engagement] and motivation for treatment” (1967, 
p. 427) (see also Ajzen, 1988, chap. 6). A consequence of Miller and Rollnick’s definition 
can be a pejorative attitude. After all, inferring motivation from behavior implies that 
deficient treatment engagement indicates the patient’s unwillingness to do his best. This 
implication is of course not intended by the authors who are among the most fervent oppo-
nents of blaming the patient for lack of treatment motivation. 
 
2.2.2.2 Level of measurement  
The entanglement of treatment motivation, its determining factors, and its behavioral 
consequences can also be found in measures for treatment motivation. As will be shown, 
the conceptual ambiguity of measures for treatment motivation can partly be attributed to 
the reliance on explorative factor analysis in the process of test construction. Typical 
examples are the Motivation for Psychotherapy Scale (MOPS, Rosenbaum & Horowitz, 
1983), the Motivation-Attitude-Expectancy profile (MHV, De Moor & Croon, 1987), and 
the Nijmegen Motivation List (NML-2, Keijsers et al., 1999).  
In the development of the MOPS, the authors factor-analyzed 36 variables, which they 
regarded as pertinent to treatment motivation. This resulted in 4 scales, which according to 
the authors represent dimensions of treatment motivation. Using the same approach, the 
authors of the MHV generated six scales out of 23 concepts. At first sight this reduction of 
concepts seems a step towards conceptual clarity. However, because explorative factor 
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analysis is an atheoretical data reduction technique, it does not eliminate conceptual hetero-
geneity. When the input consists of variables pertinent to treatment motivation, factor 
analysis will generate factors pertinent to treatment motivation and not dimensions of 
treatment motivation. This can be illustrated by a closer look at the four factors of the 
MOPS. The factor Active Engagement refers to behavior, which is assumed to result from 
treatment motivation. The factor Positive Valuation of Therapy is an attitude, which could 
determine treatment motivation. About the factor Psychological Mindedness, the authors 
note that it refers to the suitability rather than to the motivation for treatment. Only the 
factor Willingness to Sacrifice represents an aspect of treatment motivation per se, defined 
as the moving force behind treatment related behavior. Similarly, most of the scales of the 
MHV do not represent treatment motivation itself but related concepts.  
The labels Active Engagement, Willingness to Sacrifice, and Positive Valuation of 
Therapy of the scales of the MOPS suggest that the factor analytical approach at least suc-
ceeded in separating the motivated behavior from the motivation for a particular behavior, 
and from an attitude which may underlie treatment motivation. However, as is often the 
case when scales are based on explorative factor analysis, the content of the scales is more 
heterogeneous than the label suggests. For example, the Active Engagement scale contains 
items such as The patient experiences the newness of the interview as intriguing or 
interesting and The patient indicates willingness to change, explore and experiment. The 
former item refers to a potential determinant of motivation and the latter to the motivation 
for a particular treatment behavior. Both items do certainly not represent the behavior of 
active engagement. The same heterogeneity of item content also characterizes the scales of 
the NML-2. It is not surprising that items representing motivation, its determinants and the 
resulting behavior emerge in the same factor. Because variables with causal relationships 
are by definition associated, they are likely to end up in the same factor even if they repre-
sent grossly different concepts. The authors of the NML-2 wonder how motivation for 
treatment could be distinguished from nonspecific treatment factors such as attitudes 
towards therapy, expectancies, and the therapeutic alliance (Keijsers, Hoogduin, & Schaap, 
1991). Obviously, the factor analytical approach is not suited for this aim. What is needed 
is a rigorous conceptual distinction between treatment motivation, its determinants, and its 
behavioral consequences, preceding the development of measures. To avoid any misunder-
standing, this does not mean that the latter two are less important to assess. On the contrary, 
interventions to enhance treatment motivation must focus on the internal determinants of 
treatment motivation such as problem recognition and outcome expectancy. The patient’s 
treatment engagement is not only important as a criterion for treatment motivation but also 
as a predictor of treatment outcome.  
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2.2.3 Treatment Motivation as Stages of Change 
In 1982, Prochaska and DiClemente  presented their transtheoretical model of behavior 
change, which had a tremendous impact upon clinical practice and research, especially 
within the field of addictive behaviors (for a discussion, see Davidson, 1992; Orford, 1992; 
Stockwell, 1992). Among the most influential ideas of the model is the assumption that on 
their way towards behavior change, “both within and without therapy” (1982, p. 282), 
individuals pass along five stages of change (SoC): Precontemplation, Contemplation, 
Determination4, Action, and Maintenance. Although not introduced as such, the SoC are 
typically interpreted as motivation for change (Derisley & Reynolds, 2000; Heather, 1992; 
Isenhart, 1994; Kear-Colwell & Pollock, 1997; McMurran et al., 1998; Miller & Rollnick, 
1991; Miller & Tonigan, 1996; Tierney & McCabe, 2001; Vanhoeck, 2001), “with each 
progressive stage being characterized as increased motivation to engage in the process of 
behavior change” (Tierney & McCabe, 2001, p. 178, italics added). For patients, who 
participate in a treatment, engagement in the process of behavior change is almost the same 
as engagement in the treatment process. Therefore, in the context of treatment, motivation 
for behavior change and treatment motivation can be regarded as equivalent. That the SoC 
are interpreted as representing treatment motivation, is further supported by the fact that 
approaches to enhance treatment motivation are very often presented in relation to the SoC 
(e.g. DiClemente, 1991; Garland & Dougher, 1991; Kear-Colwell & Pollock, 1997; Miller 
& Rollnick, 1991; Murphy & Baxter, 1997; Smyth, 1996). In spite of its widespread use, 
the SoC model has several drawbacks, which make it an inappropriate conceptualization of 
treatment motivation. These are (1) the implicit multidimensionality, (2) the inherent 
temporal dimension, and (3) the limited coverage of relevant motivational factors.  
 
2.2.3.1 Implicit multidimensionality of the SoC 
In order to represent levels of the motivation to engage in treatment, the SoC would have 
to constitute a single dimension. This is not the case, however. The SoC combine a number 
of related but substantially different concepts. This is reflected by SoC questionnaires, 
which typically treat each stage as a separate dimension, assessed by its own scale. If the 
stages would represent levels of a single dimension ’motivation to engage in treatment’, it 
would make no sense to conceptualize them as multiple dimensions (Sutton, 2001). The 
multidimensionality of the SoC instruments is supported by factor analysis, although the 
emerging factors do not consistently parallel the a priori scales. For example, factor ana-
                                                          
4
 In subsequent versions of the SoC model, the determination stage was removed, and reintroduced later as 
preparation stage (Prochaska, DiClemente, Velecier, & Rossi, 1992). 
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lysis of the Stages of Change Readiness and Treatment Eagerness Scale (SOCRATES, 
Miller & Tonigan, 1996) typically reveals three dimensions (Isenhart, 1994; Miller & 
Tonigan, 1996). The scales for precontemplation and determination emerge as polar oppo-
sites of the same dimension, which is referred to as ‘willingness to admit to the presence of 
a problem’ (Isenhart, 1994) or ‘recognition’ (Miller & Tonigan, 1996). The items of the 
action and maintenance scales also turn up in the same factor, labeled as ‘action’ and 
‘taking steps’, respectively. It is puzzling that in both studies, ‘contemplation’ forms a 
separate factor instead of representing a medium level on the dimension ‘precontemplation–
determination’. This implies that individuals can move from the precontemplation to the 
determination level of treatment motivation without changes on the dimension of contem-
plation. This is clearly inconsistent with the theoretical assumptions underlying the SoC.  
Even without the help of factor analysis, it is obvious that the SoC do not represent a 
single dimension. Especially the transition from the determination stage to the action stage 
is qualitatively different from the earlier stage transitions. While the transitions from pre-
contemplation to contemplation and further to determination are characterized by cognitive 
changes, such as an increase of problem recognition and a shift in the decisional balance of 
pro’s and cons of change, entering the action stage is defined by behavioral changes. 
Although those cognitive and behavioral changes are likely to be related, they do not form a 
single dimension. A similar point is made by Sutton who criticizes the SoC for an “unhappy 
coupling of intention and recent behavior” (1996, p.1288). A direct consequence of the 
implicit multidimensionality of the SoC is that, in order to match the empirical data (e.g. 
McConnaughy, DiClemente, Prochaska, & Velicer, 1989; McConnaughy et al., 1983), the 
model has to allow individuals to be in several stages at the same time. This is at odds with 
the notion of stages (Sutton, 2001), and also makes no sense when the stages are interpreted 
as levels of treatment motivation.  
 
2.2.3.2 Inherent temporal dimension 
The SoC do not only combine different concepts in what is supposed to represent 
motivation to engage in the process of behavior change, they do so in a temporal stage 
framework. At first sight, the idea of motivational stages is appealing, because it empha-
sizes the dynamic character of treatment motivation, which had long been neglected in the 
literature about treatment motivation. Ironically, however, it is the dynamics of treatment 
motivation that constitutes a problem for the SoC model. As is widely acknowledged, 
treatment motivation fluctuates depending on a range of external and internal factors. 
Rosenbaum and Horowitz even propose that it is “the waxing and waning of motivations 
which constitutes the proper subject for study” (1983, p. 353). Because of the inherent 
temporal dimension, the SoC conceptualize waxing and waning of treatment motivation as 
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moving back and forth through the stages. The concept of stages does not necessarily imply 
progressive and invariant movement through the stages, but a minimum requirement is 
predictability of the sequence of stage transitions (Sutton, 2001). Because this requirement 
is not met by the SoC, it is not justified to conclude from the observation that an individual 
considers the pro’s and cons of change or that he takes steps towards change, that he is in a 
contemplation or action stage. A stage model tries to account for the sequence of motivatio-
nal fluctuations, which in too ambitious in the case of the SoC. However, to account for the 
fact that treatment motivation waxes and wanes, it only requires that it is conceptualized as 
depending on dynamic factors, such as problem recognition or outcome expectancy, rather 
than on static personality factors. The conceptual problems resulting from the temporal 
conceptualization of treatment motivation might explain why even passionate followers of 
Prochaska and DiClemente’s model feel uncomfortable with the notion of stages and would 
prefer a non-temporal concept of preparedness to change (Stockwell, 1992).  
 
2.2.3.3 Limited coverage of motivational factors 
One problem remains, however: a considerable percentage of patients are found to enter 
treatment at the precontemplation level (Brogan et al., 1999; McConnaughy et al., 1989; 
Smith, Subich, & Kalodner, 1995). This is in contradiction with the assumption that in the 
precontemplation stage “the person has not even contemplated having a problem or needing 
to make a change . . . . Needless to say, precontemplators seldom present themselves for 
treatment” (Miller & Rollnick, 1991, p. 16). Thus, if a substantial proportion of precontem-
plators make efforts for change by entering treatment, this casts doubts on the validity of 
the measures, the concepts, or both. The reason for the problem might be that SoC 
measures operationalize precontemplation and contemplation primarily in terms of problem 
recognition, neglecting other factors, which are likely to influence treatment engagement, 
such as perceived external pressure, outcome expectancies, or the perceived suitability of 
the treatment. For example, perceived external pressure, such as the fear of imprisonment, 
divorce, or losing one’s job, might explain why individuals without problem recognition 
enter treatment. The importance of outcome expectancies is underscored by Tierney and 
McCabe, who hypothesize that a category of precontemplators exists “who are aware that 
their behavior is a problem but are discouraged about their ability to change” (2001, p. 
179). Miller and Tonigan note that “other potentially important motivational factors are not 
directly queried in SOCRATES, such as self-efficacy, outcome expectancies, specific pros 
and cons of change, and social support for drinking or abstinence” (1996, p. 88).  
To conclude, the SoC should not be interpreted as temporally ordered levels of a single 
dimension “motivation to engage in the process of behavior change” (Tierney & McCabe, 
2001, p.178). They rather seem to encompass two causally related components: one repre-
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sents an incomplete selection of cognitive determinants of treatment motivation, whereas 
the other represents behavior that depends on the level of treatment motivation. Such an 
interpretation of the SoC would meet the conceptual objections made above and would also 
be more consistent with the multidimensional way the SoC are typically assessed. As Miller 
and Tonigan note, “the scales of SOCRATES seem better understood as continuously 
distributed motivational processes that may underlie stages of change” (1996, p. 84).  
2.3 Possible Explanations for the Endurance of the Conceptual Ambiguity 
If the confusion surrounding a concept persists for decades, in spite of wide acknow-
ledgement of the concept’s relevance, an almost chronic frustration about its ambiguity, 
recurrent efforts to clarify its meaning, and countless attempts to develop sound measures, 
then the question rises why.  
One possible reason is given by Rosenbaum and Horowitz, who attribute the persistency 
of the problem to “a certain amount of conceptual and theoretical confusion which 
surrounds not only that of motivation for psychotherapy, but also the concept of motivation 
in general” (1983, p. 347). In fact, motivational psychology has produced a confusing 
plethora of definitions (Kleinginna & Kleinginna, 1981) and theories (Ford, 1992) of 
motivation. 
Another reason for the enduring ambiguity of the term motivation might be the lack of 
accuracy of everyday language. Commonly, the term ‘motivation’ is not only used to 
indicate a state of willingness to engage in a specific behavior (e.g. ‘my motivation to stick 
to a diet’) but also for a motive which causes this motivational state (e.g. ‘my motivation 
for dieting is to lose weight’). The same ambiguity can be found in clinical communication. 
Duivenvoorden (1982) asked therapists, which factors determine their patients’ motivation 
for psychotherapy. Besides determinants of motivation such as ‘distress’ and ‘expectancy 
of success’, therapists also referred to aspects of the motivational state itself, such as 
‘readiness to sacrifice’ and ‘persistence of motivation’. Veltman and Hosman (1994) asked 
trainers, what behavior they regarded as indicative for their patients’ motivation. Besides 
behaviors, such as ‘level of active participation’ and ‘openness’, the trainers came up with 
aspects that must be regarded as determinants of motivation, such as ‘attitudes towards the 
course’ and ‘hopelessness’. It is possible that even a sound and consensual concept of 
treatment motivation in the literature would not make an end to misunderstandings on the 
clinical level, because of the overinclusive use of the term motivation for the whole 
complex of motivation, its internal determinants, and the resulting behavior. 
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Finally, the problems with the concept of treatment motivation could partly be explained 
as an overreaction to earlier conceptual mistakes. As mentioned earlier, treatment 
motivation has once been equated with lack of will power and virulent defense mecha-
nisms. This trait-like conceptualization was rightly criticized because it resulted in self-
fulfilling prophecies, blaming the patient and discouragement of attempts to enhance 
treatment motivation (Miller, 1985). The new credo was twofold: First, treatment motiva-
tion has to be conceptualized as a fluctuating state, and second, the therapist plays a pivotal 
part in the patient’s treatment motivation. It seems that the enthusiasm for these important 
ideas has led to conceptual overreactions. One overreaction is the idea that because treat-
ment motivation fluctuates over time, it should be conceptualized on a temporal dimension, 
as is the case in Prochaska and DiClimente’s stages of change. A second overreaction is 
defining treatment motivation as a property of the therapeutic alliance rather than as a 
patient variable in order to account for the important influence of the therapist on the 
patient’s treatment motivation (e.g. Eykman, 1983; Vanhoeck, 2001).  
2.4 Practical Consequences of the Conceptual Confusion  
Our concepts limit what we can communicate and possibly even what we can think. 
Therefore, the confusion surrounding the concept of treatment motivation is not merely an 
academic concern but has consequences for clinical practice, theory, and research.  
 
2.4.1 Clinical Practice 
At the clinical level, the overinclusive use of the term treatment motivation for motives, 
desires, behavior, and behavioral intentions often leads to miscommunication. This is 
frustrating for clinicians and can lead to inadequate decisions. An example may 
demonstrate this. Therapist A characterizes a patient as highly motivated because he notices 
a high level of suffering and a strong desire for change. Therapist B, in contrast, regards the 
same patient as insufficiently motivated because he considers terminating his treatment 
prematurely. Eventually, in an attempt to resolve the perceived contradiction, both conclude 
that the patient has some treatment motivation but that it is no real motivation. In fact, this 
typical formulation has no explanatory value but simply adds another ill-defined term to the 
conceptual confusion. Even worse, the important question is missed, why for this particular 
patient a high level of suffering and a strong desire for change do not result in a strong 
motivation to engage in his treatment. This question might have drawn the attention to the 
patients’ perception that the treatment approach is inadequate, his negative outcome 
expectancy, or his perception of the price he has to pay for the treatment, cognitions that 
could perfectly have been addressed by motivational interventions. 
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 The conceptual drawbacks of the Stages of Change (SoC) have negative implications as 
well. Some of the clinical limitations result from the fact that the SoC have not been 
developed for the clinical context but for change processes in general. First of all, the 
information provided by SoC instruments is not sufficiently detailed to support clinical 
decision-making. For example, therapists have to know what a patient contemplates and 
which pros and cons of change and of treatment efforts he considers. The mere information 
that contemplation takes place is of limited value. Similarly, for treatment purposes it is 
essential which behavioral effort a patient is or is not willing to make for his treatment. The 
category of motivation to take action in general is too broad. A second limitation of the SoC 
for the context of treatment is that, given the definition of the stages, most patients should 
logically be regarded as being in the action stage. After all, they have taken a radical action 
towards change by seeking treatment. However, this consequent interpretation would 
drastically limit the potential of the SoC to differentiate motivational levels among patients. 
A third drawback of the SoC is the misleading effect of the notion of successive stages. It 
suggests that a patient in the action stage has left his ambivalence behind and has stopped 
contemplating pro’s and cons of change. In many cases this is wrong, as can be seen from 
the fact that methods for enhancing treatment motivation of patients typically address 
cognitions such as outcome expectancies, or perceived dangers of change (e.g. Newman, 
1994; Walitzer et al., 1999). Finally, the SoC place a strong accent on the cognitive 
decision to change one’s behavior, which can be explained by the fact that the model was 
developed for addictive behavior (Orford, 1992). Evidence casts doubts on the possibility to 
transfer the SoC to problems, which are not characterized by high frequency behavior 
(Derisley & Reynolds, 2000; McMurran et al., 1998).  
 
2.4.2 Theory and Research  
As criticized above, the entanglement of the motivation to engage in treatment with its 
underlying factors and the resulting behavior has resulted in ambiguous measures for the 
assessment of treatment motivation. This is especially unfortunate because such measures 
are not only hard to interpret but also tend to consolidate their underlying ambiguous 
concepts thereby functioning as obstacles to conceptual progress. Moreover, ambiguous 
concepts and measures seriously impede the interpretation of research outcomes and 
consequently the accumulation of knowledge. It has been argued that the inconclusive 
results of research concerning the relationship between treatment motivation and outcome 
(see Keijsers, Schaap, & Hoogduin, 2000; Orlinsky, Grawe, & Parks, 1994) can, at least 
partly, be explained by differences in the conceptualization of treatment motivation 
(Keijsers et al., 1999; Petry, 1993; Ryan et al., 1995).  
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A logical criterion for treatment motivation is the behavior of treatment engagement. 
However, a criterion problem occurs when treatment engagement is not conceptually 
distinguished from treatment motivation. This explains why the predictive value of treat-
ment motivation and instruments for its assessment are often judged by their relationship 
with treatment outcome (e.g. Heather et al., 1993; Orlinsky et al., 1994). This would make 
sense only if a one-to-one relationship between treatment engagement and treatment 
outcome could be assumed (see Ajzen & Fishbein, 1980, chap. 4). This is not the case, 
however, because the relationship between treatment motivation and treatment engagement 
is influenced by factors such as the kind and severity of the patient’s problem and the 
effectiveness of the treatment approach. 
2.5 Integral Conceptualization of Treatment Motivation  
We agree with Rosenbaum and Horowitz that, “if ‘motivation for psychotherapy’ is to 
prove useful in psychotherapy research, it must define some restricted, clearly defined 
conceptual domain, which provides some predictive power” (1983, p. 351). Taking this 
admonition seriously, we defined treatment motivation as the patient’s motivation to 
engage in his treatment. With this definition, however, the question arises, what treatment 
engagement means.  
 
2.5.1 Treatment Engagement 
It is widely accepted that, in order to be effective, every kind of psychological treatment 
requires a behavioral contribution from the patient. This behavioral contribution has been 
referred to as ‘compliance’ (e.g. Kyngäs, Duffy, & Kroll, 2000; Schmidt & Woolaway-
Bickel, 2000; Seibel & Dowd, 1999; Sung, Belenko, & Feng, 2001), ‘adherence’ (e.g. 
Edelman & Chambless, 1995; Meichenbaum & Turk, 1987), ‘treatment involvement’ 
(Ryan et al., 1995; Simpson, Joe, & Rowan-Szal, 1997), ‘treatment engagement (e.g. 
Derisley & Reynolds, 2000; Joe, Simpson, Greener, & Rowan-Szal, 1999) ‘(active) 
participation’ (e.g. Connors, Carroll, DiClemente, Longabough, & Donovan, 1997; Nelson 
& Borkowec, 1989), ‘interpersonal patient behavior’ (Keijsers et al., 2000), ‘basic 
behavior’5 (Schulte, 1996), and ‘client-role performance’ (Krause, 1967).  
The latter two concepts are of special interest because they cover the whole domain of 
the patient’s behavioral contribution to the treatment and are comparatively well elaborated. 
Krause defines his concept of client-role performance as “the specific participation required 
by the therapist” (1967, p, 426). In spite of this idiosyncratic formulation, Krause distin-
                                                          
5
 In German original “Basisverhalten”. 
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guishes four aspects of the client role, which he regards as relevant in most therapy settings: 
(1) attending to and seriously making use of treatment sessions; (2) openness concerning 
one’s problem, behavior, feelings, and history; (3) making use of the therapists contribu-
tion; and (4) adequate between-session behavior including thinking over, trying out, 
avoiding, and doing homework. Very similarly, ‘basic behavior’ is defined as the patient 
behavior, which the treatment provider regards as necessary or desirable for his particular 
treatment approach (Schulte, 1997). The components of basic behavior are: (1) session-
attendance including retention; (2) cooperation during and between therapy sessions; (3) 
self-disclosure; (4) trying out new behavior; and (5) restraining from resistant, rejecting and 
overcritical behavior. Clearly, these components are similar to those of Krause’s concept.  
An additional aspect of treatment engagement, which since long has been regarded as 
indicative for treatment motivation, is making sacrifices (e.g. Hacker, 1962; Krause, 1966). 
According to Krause “the strength of a client’s motivation for treatment may be defined as 
the quantity of cost the client is willing to endure to learn and enact the proper role in treat-
ment” (1966, p. 13). Typical sacrifices are spending money and time, giving up pleasurable 
behavior, and enduring the emotional strain of the treatment itself.  
Although the main components of treatment engagement may be more or less universal, 
the relevance of the various aspects of treatment engagement depends on the category of 
clients and the kind of treatment. For example, in relapse prevention treatment, it is 
essential that patients avoid risky behavior (Meichenbaum & Turk, 1994). In the context of 
cognitive behavioral treatment, homework compliance may be especially relevant 
(Edelman & Chambless, 1995; Keijsers et al., 2000; Schmidt & Woolaway-Bickel, 2000). 
In a criminal justice setting, forms of undesirable treatment conduct, such as injurious 
behavior, violence, and sexual acting-out, deserve special attention (Sung et al., 2001). 
Whatever the clinical context, it must be kept in mind that only behavior under the patients’ 
volitional control, is indicative of treatment motivation. This is not the case for behavior 
that exceeds available skills, cognitive capacities, or other resources. 
In the context of his theory of planned behavior, Ajzen noted that “since we are 
interested in understanding human behavior, not merely in predicting it, we must try to 
identify the determinants of behavioral intentions” (1988, p. 116). In the present context, it 
should be added that identifying the determinants of the motivation to engage in treatment 
is not only necessary to understand but above all to enhance this motivation. So which 
variables should be considered ?  
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2.5.2 Internal Determinants of Treatment Motivation 
Since Freud, there seems to be a broad consensus that the level of suffering is a pivotal 
determinant of treatment motivation (e.g. Krause, 1966; Long, Williams, Midgley, & 
Hollin, 2000; Miller, 1985; Raskin, 1961; Schneider & Klauer, 2001). Suffering can result 
directly from psychopathological symptoms, but also from more secondary aspects such as 
demoralization, guilt and shame, physical, social or economic consequences of one’s 
problem, and from the fear of worsening in any area of life (Gerdner & Holmberg, 2000; 
Krampen, 1989; Tierney & McCabe, 2002). 
Another highly relevant factor is the patient’s outcome expectancy (e.g. Krause, 1966; 
Miller & Tonigan, 1996; Petry, 1993; Prochaska & DiClemente, 1982; Schulte, 1997). 
Outcome expectancy is a core variable in the well-known expectancy-value model, which 
constitutes the basis of several influential theories of motivation such as the ‘risk-taking 
model’ (Atkinson, 1957), the ‘theory of planned behavior’ (Ajzen, 1988), the ‘health belief 
model’ (Rosenstock, 1965), and the ‘extended model of motivation’ (Heckhausen, 1991). 
Related to outcome expectancy is the concept of self efficacy, which is especially high-
lighted in the literature on enhancing treatment motivation (e.g. Miller & Rollnick, 1991; 
Walitzer et al., 1999). 
A third classical determinant of treatment motivation is problem recognition (Dean, 
1958). Aspects of this concept have been referred to as ‘denial’ (Miller, 1985; Petry, 1993), 
‘internal attribution of problems’ (Dahle, 1995; De Moor & Croon, 1987; Schulte, 1997), 
‘awareness of sickness’ (Meichenbaum & Turk, 1987), ‘psychological mindedness’ 
(Rosenbaum & Horowitz, 1983), and ‘acceptance of responsibility for one’s behavior’ 
(Jenkins Hall, 1994). As discussed earlier, problem recognition is the main dimension 
underlying the pre-action stages of the Stages of Change. 
The following three related variables are frequently mentioned in the context of 
treatment motivation: (1) the satisfaction concerning the method and rationale of the 
treatment (Duivenvoorden, 1982; Newman, 1994), (2) agreement about the goals of 
treatment (Brehm & Brehm, 1981; Miller, 1991; Schulte, 1997), and (3) the perception of 
the therapeutic relationship (Hynan, 1990; Meichenbaum & Turk, 1987; Miller, 1985; 
Prochaska & DiClemente, 1982; Schulte, 1997). The high correlations among the three 
aspects, as represented by subscales of the Working Alliance Inventory (Horvath & 
Greenberg, 1989), indicate that they could be regarded as aspects of one broader concept 
(Connors et al., 1997), which could be labeled perceived suitability of the treatment. 
 The perceived costs of the treatment form another determinant of treatment motivation. 
The most obvious perceived costs are the fee and the time the patient has to spend. 
 The concept of treatment motivation 
  25 
However, often even more important might be the psychological costs resulting from 
exposure to unpleasant emotions, “emotion provoked by ‘insulting remarks’ (e.g. wild 
interpretations or critical clarifications)” (Krause, 1966, p.13), changes in lifestyle inclu-
ding quitting of pleasurable behavior (e.g. Meichenbaum & Turk, 1987), and social 
pressure from a peer-group that disapproves of psychological treatment (Dahle, 1995; 
Meichenbaum & Turk, 1987; Miller, 1991). Gratifying aspects, such as the experience of 
seriously being listened to, can be conceptualized as negative costs of treatment (Krause, 
1966).  
Finally, perceived external pressure can be a determinant of the motivation to engage in 
treatment (e.g. Maxwell, 2000; Ryan et al., 1995; Schulte, 1997). Depending on the kind of 
patient, sources of external pressure can be the spouse, parents, friends, employers, or the 
legal system. 
Two remarks have to be made concerning the determinants of the motivation to engage 
in treatment that were outlined above. First, because the determinants are composed of 
several aspects, they are not strictly unidimensional. The gain of merging related aspects is 
a manageable number of resulting concepts. Moreover, even if one would succeed in 
empirically distinguishing the various components of the determinants, they would 
probably be too highly correlated to have practical utility. Nevertheless, in some contexts it 
might be useful to consider and assess particular aspects in isolation. For example, the 
embarrassing influence of the peer-group can be so important for some categories of 
adolescents that it should not be obscured by other perceived costs of treatment. In court 
mandated treatment, perceived external pressure may be more or less equivalent with 
perceived legal pressure. In substance abuse treatment, it could be important to distinguish 
the expectancy that one will be able to live without the substance and the expectancy that 
this will result in a more satisfying life. In his ‘extended model of motivation’, Heckhausen 
(1991) introduced the terms ‘action-outcome expectancy’ and ‘outcome-consequence 
expectancy’ to emphasize this distinction.  
Second, some of the determinants of the motivation to engage in treatment are likely to 
be related. For instance, we would expect a positive correlation between the patient’s per-
ception of the suitability of his treatment and his outcome expectancy, and between the 
level of distress and the recognition of having a problem. Furthermore, it seems reasonable 
to assume an interaction effect between distress and outcome expectancy. For patients who 
are optimistic about the effects of their treatment, the motivation to engage in treatment can 
be expected to increase with the level of distress. However, for patients with little hope that 
their treatment will help, a higher level of distress is likely to enhance demoralization 
resulting in less rather than more motivation to engage in treatment.  
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Together, the motivation to engage in treatment, its six determining factors, and 
treatment engagement constitute the core of our conceptualization of treatment motivation.  
 
2.5.3 The Role of more Remote Determinants of Treatment Motivation 
The determinants of the treatment motivation outlined in the previous section are 
conceptualized as internal, subjective factors which directly affect the motivation to engage 
in treatment. Of course, it cannot be denied that this motivation is also influenced by exter-
nal factors, such as the treatment itself, circumstances (e.g. external pressure, available 
resources, peers), and events in the patient’s life. However, we hypothesize that if these 
factors influence the patients’ motivation to engage in treatment, they do so mediated or 
moderated by the internal determinants specified above. As Heckhausen puts it “actions or 
their underlying intentions are always only ‘internally’ caused” (1991, p. 407). One 
example is the use of legal sanctions in forensic psychiatry as external pressure to coerce 
offenders to enter and engage in treatment. A study by Maxwell (2000) has shown that the 
effect of the objective legal status on the patient’s compliance with his treatment is not a 
direct one but is mediated and often moderated by the patient’s appraisal of the legal threat. 
Another example is the rationale of interventions to enhance treatment motivation. Main 
ingredients of motivational approaches, such as developing discrepancy between present 
behavior and personal goals, enhancing self-efficacy, presenting treatment goals as attain-
able, expressing empathy, and removing barriers to change efforts (Miller & Rollnick, 
1991), clearly focus on variables that were identified as internal determinants of treatment 
motivation, such as problem recognition, outcome expectancy, perceived suitability of the 
treatment, and perceived costs of the treatment. 
Analogous with the role of external factors, it is hypothesized that general patient 
characteristics, such as the kind of problem to be treated or demographic features, also 
affect the patient’s motivation to engage in treatment only indirectly. This fits within the 
theory of planned behavior, in which such variables are also hypothesized to be “related to 
behavior if, and only if, they influence the beliefs that underlie the behavior’s attitudinal 
and normative determinants” (Ajzen, 1988, p. 144). For example, a low level of treatment 
motivation among sex offenders has been explained by factors such as minimization of the 
negative effect for the victim, attribution of the problem behavior to stable and uncontrol-
able causes, and worry about the consequences of revealing details (Garland & Dougher, 
1991; Tierney & McCabe, 2002). These factors represent aspects of our concepts of 
problem recognition, outcome expectancy, and perceived costs of the treatment, respecti-
vely. Similarly, deficient treatment motivation of patients from some ethnic groups can at 
least partly be explained by factors such as perception of the problem as somatic, doubts 
concerning the adequacy of the therapeutic procedure, and feeling humiliated by the patient 
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role. These factors are part of our concepts of problem recognition, perceived suitability of 
the treatment, and perceived costs of the treatment respectively.  
We can now summarize our conceptualization of treatment motivation and its connec-
tions with related concepts (see Figure 2.1). Treatment motivation is defined as the patient’s 
motivation to engage in his treatment (MET). It predicts treatment engagement (TE), 
defined as the patient’s behavioral engagement as required by the particular treatment 
approach. In spite of the close conceptual link between MET and TE, the relation is not 
perfect because patients may lack the capacity to do what the treatment approach requires 
due to cognitive, neuropsychological, or other limitations. MET is hypothesized to depend 
on six cognitive and emotional factors, summarized as internal determinants of MET (IDs). 
Those are problem recognition (PR), level of suffering (LS), perceived external pressure 
(EP), perceived costs of treatment (CT), perceived suitability of treatment (ST), and 
outcome expectancy (OE). MET, TE and the IDs represent the core of our model of 
treatment motivation. Inasmuch as MET is influenced by external factors, such as the 
treatment, circumstances, events, or by more general patient characteristics such as the kind 
of problem and demographic features, it is by way of the IDs listed above. TE is hypothe-
sized to predict treatment outcome. However, only a modest relationship is to be expected 
because treatment outcome also depends on the effectiveness of the treatment approach and 
the persistence of the patient’s problem.  
 
Figure 2.1: Integral conceptualization of treatment motivation and related concepts 
 
 
 
 
 
 
 
 
 
 
 
 
Note. PR: Problem Recognition, DS: Distress, EP: perceived External Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment, TE: Treatment Engagement. 
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2.6 Perspectives  
Although the conceptual confusion discussed in section 2.2 may explain why the concept 
of treatment motivation has not reached its potential in contributing to the field of clinical 
psychology, clarification of the concept is only a first step. Because the utility of any model 
is limited by the availability of measures for its concepts, an essential next step is the 
development of measures. For this step, the following should be taken into account: First, 
while self-report seems to be the most suitable mode of assessment for the internal and 
subjective concepts of MET and IDs, the directly observable behavior of TE may better be 
assessed by therapist ratings (Schmidt & Woolaway-Bickel, 2000). Second, different validi-
ty requirements hold for the measures of IDs and MET, respectively. Because the main 
application for MET measures is to predict TE, the predictive validity must be maximized. 
For ID measures, interpretability is of primary importance because ID-scores must help to 
identify targets for therapeutic and especially motivational interventions. This requires 
maximal construct validity. It is important to be aware of the specific validity requirements 
because different methods of test construction maximize different kinds of validity (Ooster-
veld, 1996). Third, because the content of ID, MET, and TE varies with the kind of treat-
ment and the category of patients, specific instruments have to be developed for clinical 
fields such as offender treatment, substance abuse treatment, and general psychotherapy. 
Once instruments are available, they can be utilized for research as well as for clinical 
purposes. Research should address the theoretical relationships hypothesized in the model 
of Figure 2.1. Of special interest are the relationships between MET and the IDs, which 
presumably are not as straightforward as suggested in Figure 2.1. For example, the concept 
of learned helplessness suggests, that under certain circumstances, a higher level of 
suffering results in lower rather than higher MET. Moreover, interaction effects between 
various ID have been proposed. For example, Derisley (2000) suggests that patients with a 
high level of suffering in combination with a lack of problem recognition are vulnerable to 
premature termination. Others argue that the influence of perceived external pressure on 
MET depends on other ID such as problem recognition, level of suffering and outcome 
expectancy (Dahle, 1995; Ryan et al., 1995; Schulte, 1997).  
A second focus for research are the relationships between the IDs and their assumed 
external determinants (left part in Figure 2.1). Of special relevance for the clinical praxis is 
research on the effects of treatment approaches, motivational interventions, and therapeutic 
styles on the various IDs. In the field of substance abuse treatment, the influence of the 
patient’s social situation on various IDs is an important issue (see Gerdner & Holmberg, 
2000; Pfeiffer, Feuerlein, & Brenk-Schulte, 1991). In forensic psychiatry, research should 
address the relationship between objective legal pressure and the patient’s perception of it, 
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which is generally assumed (e.g. Tierney & McCabe, 2002) but cannot be taken for granted 
(Maxwell, 2000).  
Third, measures of ID, MET, and TE could be used for the prediction of treatment 
outcome. An important question is, which ID and which aspects of TE are related to 
treatment outcome. This might shed light on the inconclusive results of earlier studies with 
more ambiguous measures (see Orlinsky et al., 1994).  
Fourth, it has become widely accepted that treatment motivation typically fluctuates 
during the course of treatment. When MET and various ID can be assessed separately, the 
important question can be addressed, which ID explain the waxing and waning of MET and 
which external factors influence this process.  
Besides for research, measures of IDs and MET could provide particularly useful 
diagnostic information for the treatment of individual patients. Scores of ID measures tell 
clinicians whether a patient externalizes the reasons for his problem, perceives the 
treatment as aversive, doubts the suitability of the treatment approach, or expects the 
treatment to fail. MRT scores indicate which price the patient is willing to pay in terms of 
time investment, financial or psychological costs, and which behaviors he is willing or 
unwilling to engage in during his treatment. It seems clear that this kind of information can 
clearly make a difference for the therapeutic strategy and the motivational interventions to 
be applied.  
In general, concepts play a pivotal part in clinical psychology. They limit what we can 
communicate, measure, and even what we can think and perceive. This explains why 
clinical and theoretical progress is often preceded or accompanied by conceptual break-
throughs. We expect that this will also be true for the issue of treatment motivation and 
hope that this chapter will contribute to such a development. 
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3.1 INTRODUCTION 
The patient’s treatment motivation is generally regarded as pivotal for the process and 
outcome of psychological treatment. The relevance of treatment motivation is reflected by 
an ever growing stream of publications about the concept, its relationship with treatment 
process, dropout and treatment outcome, and about motivational interventions (for reviews 
see Drieschner, Lammers, & Van der Staak, 2004; Keijsers et al., 2000; Meichenbaum & 
Turk, 1994; Miller, 1985; Orlinsky et al., 1994; Tierney & McCabe, 2002; Walitzer et al., 
1999). 
Although the bulk of the literature on treatment motivation is concerned with the 
treatment of addictive behaviors, interest for the subject in forensic psychiatry is clearly 
increasing (Dahle, 1995; Garland & Dougher, 1991; Hemphill & Hart, 2002; Jenkins Hall, 
1994; McMurran et al., 1998; Seto & Barbaree, 1999; Terry & Mitchell, 2001; Tierney & 
McCabe, 2002; Vanhoeck, 2001; Williamson, Day, Howells, Bubner, & Jauncey, 2003). In 
fact, treatment motivation seems to be particularly important in forensic psychiatry where 
patients typically do not enter treatment on their own but forced by some form of legal 
pressure. Consequently, more intrinsic motivating factors such as problem recognition, 
distress, and a positive outcome expectancy cannot be taken for granted. The variability of 
the level and structure of treatment motivation in combination with the relevance of this 
motivation for the patient’s treatment engagement, the therapeutic approach, treatment 
outcome, and appraisal of dangerousness, make a thorough assessment of treatment 
motivation in forensic psychiatry inevitable. 
While a considerable number of motivation measures are available for the fields of 
addiction treatment and general psychotherapy, the development of instruments for the 
assessment of treatment motivation for forensic psychiatry is still in its infancy. An attempt 
to adapting an instrument developed for the field of addiction treatment by slightly 
rewording questionnaire items has shown to be an inviable strategy (McMurran et al., 
1998). More promising may be an instrument for the assessment of readiness to change 
problems with anger developed by Williamson, Day, Howells, Bubner, and Jauncey (2003). 
A relatively new development in the field of forensic psychiatry is the rise of outpatient 
treatment. Since the early nineties, the number of centers for forensic outpatient treatment 
in the Netherlands has been growing rapidly (Plemper, 2001) and continues to do so. The 
patient population mainly consists of mentally disordered offenders whose relatively low 
risk of reoffending allows for treatment in the community. Sometimes, treatment is 
provided for non-offenders at risk for committing offences or as part of a reintegration 
program following clinical forensic treatment or imprisonment.  
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The present chapter reports on the construction and psychometric evaluation of the 
Dutch Treatment Motivation Scales for forensic psychiatric outpatient treatment (TMS-F). 
First, the concepts underlying the instrument and the process of item construction are 
described. Next, a pilot study (Study 1) is presented, which resulted in a first selection of 
items. The heart of the chapter consists of the presentations of a construction study (Study 
1), in which the final selection of items and a psychometric evaluation of the resulting 
scales took place, and a cross-validation study (Study 2), in which a replication of the 
results of Study 1 is attempted. In the final section, the results are discussed and 
conclusions with respect to the utility of the TMS-F are drawn.  
3.1.1 Conceptual Background of the TMS-F  
Although the relevance of treatment motivation is widely acknowledged, there remains 
considerable confusion about the meaning of the concept. The TMS-F is based on the 
theoretical model of treatment motivation outlined in Chapter 2. It was argued that 
treatment motivation should be defined as the patient’s willingness to make the efforts 
necessary for his treatment, or putting it differently, his motivation to engage in treatment 
(MET). MET is assumed to predict treatment engagement, closely resembling the role of 
intentions as predictors of behavior in the well-known theory of planned behavior (Ajzen, 
1988). Particularly important for clinical practice are the cognitive and emotional factors 
underlying MET, which are typically addressed by motivational interventions. We called 
these factors internal determinants (IDs) of treatment motivation. In the following, the 
concepts underlying the TMS-F scales (one MET scale and six ID-scales) are delineated.  
 
3.1.1.1 The Concepts Underlying the TMS-F Scales 
Motivation to engage in treatment (MET). Following Schulte (1997) and Krause (1967), 
we define treatment engagement as the patient’s desirable or necessary behavioral 
contribution to the treatment. The MET scale addresses the patient’s motivation for several 
subcategories of treatment engagement, which are considered of primary importance in 
forensic outpatient treatment: (a) commitment for session attendance and continuation of 
the treatment, especially in case of obstacles, emotional strain, or dissatisfaction with 
aspects of the treatment, (b) readiness to make sacrifices in terms of money, social life, 
pleasurable activities, and emotional burden, (c) motivation for disclosure, and (d) 
readiness to make treatment efforts in between sessions. 
Problem recognition (PR). The importance of PR for treatment motivation has been 
acknowledged for long (Dean, 1958). Aspects of this concept have been referred to as 
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‘denial’ (Miller, 1985; Petry, 1993), ‘internal versus external attribution of problems’ 
(Dahle, 1995; De Moor & Croon, 1987; Schulte, 1997), awareness of sickness (Meichen-
baum & Turk, 1987), ‘psychological mindedness’ (Rosenbaum & Horowitz, 1983), and 
‘acceptance of responsibility for offences’ (Jenkins Hall, 1994). The PR items address three 
related facets of problem recognition, (a) acknowledgement of the seriousness of one’s 
delinquent behavior (c.q. problem behavior) and taking responsibility for it, (b) recognition 
that one has a behavioral problem that requires change in order to prevent recidivism, and 
(c) acknowledgment that one needs treatment to achieve this change. 
Distress (DS). Since Sigmund Freud, DS has been regarded as a pivotal ID of treatment 
motivation in many fields (e.g. Krause, 1966; Long et al., 2000; Miller, 1985) including 
forensic psychiatry (Hemphill & Hart, 2002). The DS items address distress resulting from 
symptoms, demoralization, sense of inferiority, social problems, worry about the future, 
and general dissatisfaction with life.  
Perceived legal pressure (LP). Typically, offenders do not enter treatment voluntarily 
but forced by some kind of sanction threat. It is important to realize that not the sanction by 
itself but its appraisal results in perceived legal pressure. There is evidence that the relation-
ship between sanction threat and perceived legal pressure can be weak (Maxwell, 2000). 
The LP items assess three beliefs, which together result in the perception of pressure to 
engage in treatment: (a) the belief that lack of treatment engagement might lead to expul-
sion from treatment, (b) the belief that in case of drop-out or expulsion, a legal sanction will 
be enforced, and (c) the perception of the possible legal sanction as threatening. 
Perceived costs of the treatment (CT). It is expected that MET decreases when patients 
have to pay a higher material and immaterial price for the treatment. The most obvious 
costs are the fee and the time the patient has to spend for the treatment. Even more impor-
tant, however, might be the psychological costs of the treatment resulting from exposure to 
unpleasant emotions, requested changes in lifestyle (e.g. Meichenbaum & Turk, 1987), and 
disapproval from peers who hold a negative attitude towards psychological treatment 
(Dahle, 1995; Meichenbaum & Turk, 1987; Miller, 1991). Gratifying aspects of the treat-
ment, such as feeling supported or seriously being listened to, can be conceptualized as 
negative costs of treatment (Krause, 1966). The CT scale focuses on two kinds of treatment 
costs, (a) psychological costs, in particular the aversiveness of the treatment including the 
narcissistic injury of being in need of psychological help, and (b) sacrifices in terms of 
time, finances and social life. Because the interpretation of the ID-scores is more conve-
nient if a higher score is consistently related to a higher level of MET, the CT scale is coded 
in such a way that higher scores represent lower perceived costs of the treatment.  
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Perceived suitability of the treatment (ST). Patients are likely to be more willing to make 
efforts for their treatment if they regard it as suitable for their particular problem. The ST 
scale addresses three aspects, which are often highlighted in the literature about treatment 
motivation: (a) the perceived suitability of the method and rationale of the treatment 
(Duivenvoorden, 1982; Newman, 1994), (b) agreement about the goals of treatment (Brehm 
& Brehm, 1981; Miller, 1991; Schulte, 1997), and (c) satisfaction with the therapists 
(Hemphill & Hart, 2002; Hynan, 1990; Meichenbaum & Turk, 1987; Miller, 1985; Pro-
chaska & DiClemente, 1982). The Working Alliance Inventory (Horvath & Greenberg, 
1989) contains separate scales for these three cognitions. The high correlations between 
these scales (Connors et al., 1997) indicate that they represent aspects of a single concept. 
Outcome expectancy (OE). Outcome expectancy is a core variable in several influential 
theories of motivation such as the risk-taking model (Atkinson, 1957), the theory of 
planned behavior (Ajzen, 1988), the health belief model (Rosenstock, 1965), and the 
extended model of motivation (Heckhausen, 1991). Not surprisingly, it is also regarded as 
an important determinant of treatment motivation (e.g. Hemphill & Hart, 2002; Krause, 
1966; Miller & Tonigan, 1996; Petry, 1993; Prochaska & DiClemente, 1982; Schulte, 
1997). The OE scale addresses three related expectancies: (a) the expectancy, often labeled 
as ‘self-efficacy’, that one will be able to finish the treatment and to satisfy its demands, 
which is especially highlighted in the literature about enhancing treatment motivation (e.g. 
Miller & Rollnick, 1991; Walitzer et al., 1999), (b) the expectancy that the treatment will 
lead to the intended behavior change, and (c) the expectancy that the treatment will result in 
a better life.  
 
3.1.1.2 Expected Associations Among the TMS-F Scales 
As indicated by the term internal determinant, scores on the ID-scales are hypothesized 
to predict MRT scores. In addition, several substantial correlations are expected between 
scores of the ID-scales (see Figure 3.1). 
PR-DS. Distress often leads to the recognition of having a problem. In turn, distress can 
result from guilt or shame, which accompany problem recognition. Moreover, the belief 
that one cannot change by oneself but needs professional help (an aspect of PR) and 
demoralization (an aspect of DS) are likely to be positively related. 
ST-OE. In many cases, optimism about the effect of the treatment and satisfaction with 
the treatment go together, supposedly resulting in a positive correlation between ST and 
OE. Nevertheless, patients can be content with their treatment but still doubt their ability to 
change their lives. 
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ST-CT. Patients who perceive their treatment as aversive will often evaluate it more 
negatively. The other way round, the treatment can become aversive because of a stressful 
relationship with the therapist. Both effects result in a positive correlation between the 
scores of the ST and CT scales. 
 
Figure 3.1: Hypothesized theoretical model for the TMS-F 
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment. 
*
 A higher CT score indicates lower perceived costs of the treatment. 
 
 
CT-OE. Doubts about being able to carry on till the end (an aspect of OE) are likely to 
be related to the perception of material and emotional cost of the treatment. Also, feeling 
supported or relieved by the treatment will often be experienced as a positive treatment 
outcome by itself. Both effects are supposed to result in a positive correlation between the 
CT and OE scores. 
PR-ST. Unless a patient is particularly dissatisfied with his treatment, the belief that he 
needs professional help (an aspect of PR) and the perceived suitability of the treatment will 
often be associated, supposedly resulting in a positive correlation between PR and ST 
scores. 
DS-OE. An aspect of persistent distress and demoralization (an aspect of DS) is the 
belief that one’s situation will not change (an aspect of OE). This overlap is likely to result 
in a negative correlation between DS and OE. 
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An obvious concern with self-report questionnaires in forensic psychiatry is the social 
desirability response set. After all, the tendency to gain advantage from misleading others is 
regarded as typical for at least a major part of the population of offenders. Therefore, the 
TMS-F contains a scale to assess the extent to which the responses to the items of the MET 
and ID-scales are influenced by social desirability response bias. This scale will be the 
addressed in Chapter 5. 
3.1.2 Construction of the TMS-F 
3.1.2.1 Production and Selection of Items 
The process of the production and selection of items for the various scales of the TMS-F 
consisted of four major steps. In a first step a large item-pool was developed based on the 
description of the concepts and its various facets. The items were edited, taking into 
account recommendations regarding formal aspects of items, such as use of negations, item 
length, language, and double content (see Comrey, 1988; Crocker & Algina, 1986; Holden 
& Fekken, 1990).  
In the second step, the items were discussed with seven experts in forensic psychiatry, 
four psychologists, a psychiatrist, a social worker, and an educational worker. Of special 
concern was the relevance of the items for the concepts they were supposed to measure, 
ambiguous item wording, appropriateness of language for the target population, and suscep-
tibility to social desirability responding. In addition to evaluating items, the experts indica-
ted whether important aspects of the various concepts were not covered by the items. This 
step was an iterative process of evaluation followed by improvement, elimination, or 
addition of items. 
The aim of the third step was to detect possible overlap of item content with the concepts 
addressed by the other scales. For this purpose, a procedure proposed by DeVellis (1991) 
was implemented. Three graduate psychology students independently assigned the items to 
the TMS-F scales based on definitions of the contents of the scales (see Appendix D and E). 
When in doubt, the raters also had to indicate which other scale assignments they had 
seriously taken into consideration. Items for which classification was difficult were either 
reworded or omitted. Then the procedure was repeated with four new raters. The pattern of 
faulty or doubtful classifications in this second round supported the hypothesis that most 
overlap had to be expected between ST and OE, and between PR and DS. For ST-OE, 2 
percent of the assignments were to the other scale, and in 22 percent of the cases the other 
scale was seriously considered. For PR-DS, the numbers were 3 percent and 18 percent, 
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respectively. Furthermore, CT items were often incorrectly assigned to the DS scale (8 
percent), while the reverse never happened.  
The fourth step was the selection of items for a pilot-version of the TMS-F. Care was 
taken that all aspects of the various concepts were represented and that the best possible 
balance of positively and negatively keyed items was achieved. This resulted in the 
selection of 196 items.  
 
3.1.2.2 Pilot Study  
At this point, a pilot-study was conducted with three purposes: (a) further reduction of 
the number of items, (b) substantiation of the choice between possible response formats, 
and (c) detection of unanticipated problems.  
The 196-item questionnaire was administered to 19 patients from a forensic outpatient 
clinic. A 4-point, 5-point, and 6-point response format was used for one-third of the items 
each, and three versions were used to counterbalance the combination of items and format. 
The labels of the 5-point scale were Strongly agree, More agree than disagree, Neutral, 
More disagree than agree, and Strongly disagree. In addition to administrating the 
questionnaire, an exit-interview was conducted with eight patients, in which the 
comprehensibility, difference between the three response formats, emotional reaction to 
particular items, and the tendency to give socially desirable responses were addressed. 
Reasons to omit or to modify items were: (a) a highly skewed score distribution (e.g. more 
than 70 percent of the responses in the highest or lowest response category), (b) a negative 
or very low correlation with the rest of the scale or a higher correlation with another scale 
than with its own scale, especially when this could be understood on substantive grounds, 
(c) several respondents indicating that they had either difficulties understanding the item or 
doubts whether the item would be answered honestly, and (d) a very similar formulation as 
another item.  
Eventually, 32 items were excluded and another 11 items were reworded. Four new 
items were added for aspects that would otherwise have been underrepresented. This 
resulted in a selection of 168 items: PR: 21 items of which 10 positively keyed6, DS: 19 
(14), LP: 17 (12), CT: 20 (7), ST: 22 (9), OE: 18 (5), MET: 31 (10), SD: 20 (8). As 
mentioned earlier, the SD-scale is addressed in Chapter 5.  
                                                          
6
 An item is positively keyed if agreement with the item indicates or is supposed to be related to a higher level of 
treatment motivation. Recall that for the CT scale, lower perceived costs of the treatment are related to a higher 
level of treatment motivation. 
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During the discussion of their experiences with the questionnaire, several patients 
reported difficulties distinguishing the subtle differences between the three degrees of 
agreement and disagreement in the 6-point response scale. This might also explain why this 
format required about 10 percent more administration time than both other formats. The 
lack of a neutral midpoint was consistently criticized in both the 4-point and the 6-point 
scale. Several respondents were annoyed about being forced to either agree or disagree with 
some items. Taken together, the 5-point response scale seemed to be preferable above the 
two other formats. Three LP items had an additional Does not apply response option, which 
eventually was coded as score 1, which represents the lowest level of LP. 
 
3.2 STUDY 1: SCALE CONSTRUCTION 
The purpose of Study 1 is to select items that constitute psychometrically solid scales for 
the hypothesized theoretical concepts. It should be noted that, although it started with 
theoretical hypotheses concerning the relations among items and among scales and con-
firmative methods of analysis were applied, Study 1 must be allocated more at the 
explorative end of the explorative-confirmative dimension because of the many data-driven 
decisions during the process of item selection. 
3.2.1 Method 
3.2.1.1 Participants 
Data were collected between June 2001 and February 2002 in eight forensic psychiatric 
outpatient treatment sites in the Netherlands7. The patient population of these treatment 
centers consists of individuals with psychiatric, personality, or developmental problems, 
who have been in contact with the legal system because of offences, or who are considered 
at risk of becoming offenders if untreated, and who are not regarded as too dangerous for an 
outpatient treatment setting (Plemper, 2001). To be included, patients were required to have 
attended to at least three therapy sessions, and to attend to at least one session in three 
weeks. Furthermore, patients had to be able to read and understand simple Dutch sentences. 
Excluded were patients in the final stage of treatment (termination planned within eight 
weeks). Participation was voluntarily. No reliable information concerning refusal rates is 
                                                          
7
 Polikliniek de Tender, Deventer (35 patients); Ambulante Forensische Psychiatrie Noord-Nederland, sites in 
Assen (96), Groningen (31), and Leeuwarden (4); De Waag, sites in Utrecht (66), Amsterdam (42), and Den Haag 
(29); Polikliniek het Dok, Rotterdam (75).   
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available for the whole sample, but evidence from a part of the sample suggests that 
between 5 and 15 percent of those patients who were approached refused to participate. It is 
possible that the sample does not accurately reflect the target population due to selection 
and self-selection biases. However, there is evidence that selection biases had little impact 
in a study, in which the same method of recruiting patients was employed (see Chapter 6). 
In total, 388 patients completed the questionnaire. Nine questionnaires were excluded 
from the analysis because of clearly invalid patterns of responses (e.g. invariant use of the 
neutral response category or agreement with almost all items), or because of more than 50 
items with missing responses. One respondent did not satisfy the inclusion criteria. A 
description of the final sample (N = 378) in terms of age, gender, ethnicity, type of offence, 
legal status, time in treatment, and psychopathology is presented in Table 3.1. 
 
3.2.1.2 Procedure 
Prior to participation in the study, patients received written information about the study 
and signed for informed consent. Administration of the TMS-F generally took place within 
or directly following treatment sessions and lasted approximately 30-45 minutes. Parallel to 
the administration of the TMS-F, the therapists provided the information about the patients 
that was summarized above. In four of the seven treatment centers, patients received five 
Euros for participation in the study (N = 241).  
 
3.2.1.3 Data 
The TMS-F data contained 0.8 percent missing values about half of which was due to 
skipped pages of the test booklet. Imputation of missing values was accomplished by a 
simple two-way imputation method that takes into account the average score of the respon-
dent on the other items of the scale to which the item belongs and the average score of all 
respondents on the item for which the value is missing (Sijtsma & Van der Ark, 2003).  
Many items had moderately non-normal score distributions. The average absolute values 
for skewness and kurtosis of the 150 items were 0.76 (S.D. .47; max. 2.41) and 1.03 (S.D. 
.71; max. 5.44), respectively. 
A considerable number of respondents did not use the response scale as was intended. In 
23.0 percent of the cases, the options 2 (more agree than disagree) and 4 (more disagree 
than agree) were used for less than 10 percent of the items, and 4.8 percent of the 
respondents did not use these options at all. 
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Table 3.1:  Sample characteristics for Study 1 and Study 2 
 Study 1 Study 2 
N  378  376 
Age  Average years (S.D.)  39.0 (13.1)  36.3 (11.2) 
Gender 
 Male 
 
 91.3 
 
 89.9 
Ethnicity 
 Both parents Dutch nationality 
 At least one parent Asian (incl. Turkish), African, or   
   South American nationality 
 
 92.6 
 
 6.3 
 
 90.2 
 
 8.8 
Type offence 
 Sexual offence 
   Victim < 16 years  
   Victim ≥ 16 years 
 Violent offence 
   (no sexual or material motive) 
 Miscellaneous  
   (incl. burglary, theft, stalking, arson) 
 No known offence 
 
 51.4 
 42.6 
   8.8 
 25.0 
 
 11.2 
 
 12.5 
 
 31.4 
 22.1 
   9.3 
 36.8 
 
 14.9 
 
 16.8 
Legal pressure 
 Court mandated 
 Voluntary  
 Not yet sentenced 
 
 55.8 
 36.5 
 7.7 
 
 51.3 
 46.0 
 2.7 
Time in treatment  
  3 months or less 
  4 – 9 months 
 10 – 18 months 
 more than 18 months 
 
 37.0 
 27.0 
 23.0 
 13.0 
 
 37.0 
 30.3 
 20.2 
 12.5 
Psychopathology  
 Axis I 
   No disorder 
   Psychosis 
   Addiction 
   Other axis I disorder 
Axis II 
 Strong characteristics of personality disorder from:  
   Cluster B  
   Cluster A or C 
   None  
(N = 298) 
 
 41.3 
 3.0 
 8.1 
 49.7 
 
 
 42.3 
 29.9 
 25.8 
(N = 343) 
 
 37.9 
 8.1 
 21.9 
 39.8 
 
 
 47.2 
 36.1 
 18.7 
 
Note. With the exception of the category ‘age’ all entries indicate percentages. 
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3.2.1.4 Data Analysis 
Overview. The data analysis was conducted in four phases. First, the distributions of the 
scores on all items were inspected. Items with more than 60 percent of responses in the 
highest response category were flagged as candidates for removal. Then, the final set of 
items was selected on the basis of scale-wise Mokken Scale Analyses (MSA), supplemen-
ted by substantive considerations. For MSA, the computer program MSP5 (Molenaar & 
Sijtsma, 2000) was used. In the third phase, the unidimensionality of the final scales was 
tested by single-factor confirmative factor analyses (CFA), applying the Mplus computer 
program (Muthén & Muthén, 2004). With MSA as well as single-factor CFA it is tested 
whether the data satisfy a model that implies unidimensionality. An important difference 
between MSA and CFA for the purpose of item selection is that item covariances, on which 
CFA is based, are more influenced by the skewness of the items than the corresponding 
statistic for the associations among items in MSA. As a result, CFA can falsely indicate that 
items with high versus low means, and thus with skewness in opposite directions, constitute 
different factors, so-called difficulty factors (West, Finch, & Curran, 1995). Results from 
MSA concerning the dimensionality of a set of items are less influenced by the skewness of 
the items. Therefore, selecting items by MSA is more likely to result in scales that contain 
items with diverging means. Because in the present case, many items have skewed score 
distributions, MSA is used for the selection of items. In the fourth phase, the hypothesized 
associations among the scales were tested by path analysis on the basis of the sum scores of 
the scales, and by structural equation modeling (SEM) on the basis of the scores on the 
individual items. Path analysis is relevant because in clinical practice, conclusions are being 
drawn on the basis of observed scale scores. However, path analysis is less suited for an 
evaluation of the theoretical model underlying the TMS-F, because the correlations among 
the observed scale scores can be influenced by measurement error. SEM is better suited for 
this purpose because the associations among the scales are estimated at the level of true-
scores. Furthermore, SEM allows for an evaluation of the hypothesized factorial structure 
of the TMS-F. Path analysis as well as SEM were conducted using Mplus. In the remainder 
of this section, MSA, CFA, SEM, and path analysis are described in short. 
Mokken Scale Analysis (MSA). Mokken Scale Analysis can be used to select scales that 
satisfy a non-parametric measurement model, the monotone homogeneity model (MHM). 
The three assumptions underlying the MHM are that an individual’s responses to one item 
are not influenced by the responses to other items (the local independence assumption), that 
all items measure the same latent trait (the unidimensionality assumption), and that 
individuals with higher levels of the latent trait are more likely to obtain higher scores than 
individuals with lower trait levels (the monotonicity assumption). MSA checks whether the 
observable consequences of the latter two assumptions hold for the data. These observable 
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consequences are: (a) the covariances between all item-pairs are positive, and (b) the item 
scalability coefficient Hi is equal to or higher than a constant c for all items. The latter 
guarantees that the scalability coefficient for the whole scale, H, is also equal to or higher 
than c. H is an indicator for the discrimination power of a scale, with H ≥ .05 indicating a 
strong scale, .04 ≤ H < .05 a medium scale, .03 ≤ H < .04 a weak scale, and H < .03 an 
unscalable set of items (Mokken, 1971; Sijtsma & Molenaar, 2002). If the MHM fits a set 
of dichotomous items, the ordering of the sum score and the ordering on the latent trait are 
the same, apart from measurement error (Grayson, 1988). In theory, this does not apply for 
polytomous items, but the chance of unequal ordering decreases when the number of items 
increases and is negligible for scales with more than five items (Van der Ark, in press).  
A more detailed check of the assumption of monotonicity is based on the regression of 
item-scores on the sum scores of the other items in the same scale (R+), the item-restscore 
regressions. For this purpose, the sample is divided in fractions of cases with the same or 
adjacent R+-values of a specified minimum size (nR+). The monotonicity of a scale is sup-
ported if all item steps are passed by the same or a higher proportion of subjects in sample 
fractions with a higher value for R+. The number of item steps of an item that a respondent 
has passed is equal to the number of lower scores he could have obtained on the item. For 
example, a respondent with the highest score on a 5-point item has passed four item steps of 
that item. Smaller nR+ result in a larger number of smaller restscore groups and 
consequently in more fine-grained but less powerful tests of violations of monotonicity. 
Therefore, we tested for the presence of violations with the restgroup sizes nR+ = 75 and nR+ 
= 40. Using the default values of the MSP5 program, violations of monotonicity smaller 
than .03, which can easily occur by chance, were neglected.  
The assumption of unidimensionality can be further investigated by a procedure 
developed by Hemker, Sijtsma, and Molenaar (1995). The procedure is based on a bottom-
up algorithm for item selection developed by Mokken (1971), which starts with the item 
pair with the highest pair-wise H-value, Hij, and then, one at a time, adds the item with the 
next highest Hi -value. When no item is left in the item-pool for which Hi ≥ c, a new scale is 
built from the remaining items following the same procedure. Item selection stops when no 
pair of items with H ≥ c is left. The number of scales and selected items depends on the 
value for c. With c = 0, all items with positive covariances are included in one scale. With 
increasing c, items with Hi < c are rejected, and may or may not constitute one or more new 
scales. The pattern of results when item selection is repeated with increasing values for c 
reveals the dimensionality of the set of items. If a set of items is unidimensional, the first 
scale shrinks with increasing values for c but the rejected items do not constitute separate 
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scales. In case of multidimensionality, the rejected items constitute one or more major 
scales, which shrink but remain essentially intact when c further increases.  
MSA was conducted in the following sequence of steps. First items were selected using 
the bottom-up item selection algorithm with c = .30. Next, it was tested whether violations 
of the monotonicity of item-rest regressions were significant. Then, the dimensionality of 
the scale was investigated using the procedure of Hemker et al. (1995). On the basis of this 
information, it was decided upon the plausibility of the MHM for the scale. Finally, the 
scalability index of the scales, H, was computed. 
Confirmative factor analysis (CFA) and structural equation modeling (SEM). All CFA 
and SEM models were estimated by analyzing sample covariance matrices. Because the 
assumption of multivariate normality was not satisfied, robust maximum likelihood 
estimation with mean- and variance-based adjustments for model fit (MLMV) was 
employed. Model fit was evaluated by the adjusted chi-square statistic, χ2MLMV (Satorra & 
Bentler, 1994), the root mean square error of approximation (RMSEA, Browne & Cudeck, 
1993), the standardized root mean square residual (SRMR, Bentler, 1995), the Tucker-
Lewis Index (TLI, Tucker & Lewis, 1973), and the Comparative Fit Index (CFI, Bentler, 
1990). Statistical significance of χ2MLMV was not used as the criterion for accepting or 
rejecting a model because χ2 statistics are overly sensitive with sample sizes as large as in 
the present study. Somewhat arbitrary but widely accepted as indicating acceptable fit are 
values below .08 for the RMSEA (values below .05 indicating close fit) (Browne & 
Cudeck, 1993) and the SRMR (Ullman, 1996), and values exceeding .90 for the TLI and 
the CFI (Bentler & Bonett, 1980). A large simulation study which evaluated various cutoff 
criteria for combinations of fit-indices for different kinds of models and sample sizes (Hu & 
Bentler, 1999) has shown that, given the sample size of the present study, the chance that a 
model is wrongly accepted is very small when SRMR <.055 or when SRMR <.10 in 
combination with either RMSEA <.06, TLI >.95, or CFI >.96. In general, the SRMR has 
been found to be most sensitive to misspecified factor covariances, while the RMSEA, TLI 
and CFI are most sensitive to misspecified factor loadings (Hu & Bentler, 1998, 1999). 
Unless the fit of the model is entirely satisfactory, the analysis will be repeated with 
ordinary maximum likelihood estimation (ML) in order to obtain modification indices, 
which are not available for MLMV estimation in Mplus.  
Path analysis. In path analysis, the correlations and regression weights in the hypothe-
sized model are estimated from the covariances among the observed sum scores of the 
seven TMS-F scales. As for the CFAs and SEM analyses, robust MLMV estimation was 
applied. The fit of the model to the data was evaluated according to the same criteria as for 
the CFAs and SEM analyses. 
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3.2.2 Results 
3.2.2.1 Mokken Scale Analysis (MSA)  
In this section, considerations in the process of item-selection are reported when the 
selection of items departs from the bottom-up algorithm described in Section 3.1.2.4. Table 
3.2 provides a summary of the results of the MSA on the final sets of items for each scale.  
 
Problem Recognition (PR) 
Contrary to expectations, the PR items represented two dimensions. One subscale con-
sisted of items of facet 1, which assesses taking responsibility for one’s problem behavior. 
The other subscale contained items of the facets 2 and 3, which represent the recognition of 
having a psychological problem and of being in need of treatment, respectively. Because 
the two subscales were almost unrelated, they could not be combined in a single scale. For 
this reason, and because of several violations of the assumption of monotonicity in the facet 
1 scale, it was decided to exclude the facet 1 items from further analysis. With c = .35, the 
scale representing the facets 2 and 3 consisted of eight items, six of which were positively 
keyed. This final 8-item scale contained no significant violations of the assumption of 
monotonicity and satisfied the criterion for unidimensionality according to Hemker et al. 
(1995). This implies that the MHM fits the data of the PR scale to an acceptable degree. 
Consequently, persons can indeed be rank ordered on the trait measured by the PR scale on 
the basis of their sum scores on the scale. With H = .44, this final PR scale had medium 
scalability according to the criteria formulated by Mokken (1971).  
 
Distress (DS): 
With increasing values for c, items fell off one by one without clustering in a second 
scale. For c = .45 ten items were left, one of which was removed because of a relatively 
high correlation with the OE- and CT scales. The assumptions of monotonicity and 
unidimensionality were supported, indicating that the MHM provides an acceptable fit the 
data on the DS scale. With H = .57, the DS scale can be regarded as a strong scale. 
 
Perceived Legal Pressure (LP): 
With c = .40, ten of the initial 17 items were left. However, this scale was not satis-
factory, because facet 1, the belief that lack of treatment engagement will lead to expulsion 
from the treatment, was underrepresented with only one item, and only two items were 
positively keyed. To improve the content validity, two items were included, which had been 
regarded as important by clinical experts but had not been selected because of comparative-
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ly low Hi-values (.34 and .37). Two items were excluded that were regarded as redundant 
because of extremely high pair-wise H-values (.80 and .70) and overlapping item content 
with two other items. The final 9-item8 LP scale contained three positively keyed items. 
MSA revealed that the assumptions of monotonicity and unidimensionality were tenable, 
indicating that the MHM holds for the scale. The LP scale is a moderate scale with H = .45. 
 
Perceived Costs of Treatment (CT)  
The items of facet 1 (aversiveness of the treatment) and those of facet 2 (sacrifices for 
the treatment) did clearly not represent a single dimension. With c = .30, ten facet 1 items 
constituted one scale and four facet 2 items another scale. An additional problem was that 
several facet 1 items, which represent the emotional state during or immediately after 
treatment sessions, were highly correlated with the ST scale. It had not been anticipated that 
an item such as I usually feel better after a therapy session than I did before not only 
assesses emotional strain due to the treatment but also the perceived suitability of the treat-
ment. Eventually, four items with the most problematic overlap with the ST scale, and one 
highly skewed item, were removed from the facet 1 subscale. In addition, one facet 2 item, 
which reduced the correlation between both subscales, was substituted by an item with a 
lower Hi-value in the facet 2 subscale (.29) but more overlap with the facet 1 subscale. This 
resulted in a 5-item Aversiveness subscale (facet 1) and a 4-item Sacrifices subscale (facet 
2). The results of the MSA of the final set of nine items are presented in Table 3.2. The 
assumption of monotonicity was supported for the total scale and for the Aversiveness 
subscale and was marginally violated for the Sacrifices subscale. The total 9-item CT scale 
contained no significant violations of the assumptions of monotonicity but did not satisfy 
the assumption of unidimensionality. All three scales were weak scales with H = .31 for the 
total CT scale, H = .34 for the Aversiveness subscale, and H = .39 for Sacrifices subscale. 
 
Perceived Suitability of the Treatment (ST): 
With c = .50, 13 items were selected which represented all three facets. Four items were 
removed either because otherwise a facet had been overrepresented or because of a high 
correlation with the CT and OE scales. The final 9-item scale contained four positively 
keyed items. The assumptions of the MHM, monotonicity and unidimensionality, were 
supported by the data, and the H-value of .56 indicated that the ST scale is a strong scale.  
 
                                                          
8
 One item which accidentally was not included in the questionnaire of Study 2 is dropped from the analysis. 
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Table 3.2: Results of Mokken scale analyses and confirmative factor analyses for the separate 
TMS-F scales 
MSA  CFA 
 Model fit 
Scale # 
items 
Study 
# viol 
(75/40) 
Uni-
dim. 
H 
 
Type 
model χ2MLMV / df / p CFI TLI RMSEA SRMR 
Range 
factor 
loadings 
PR 8 1 - / - Yes  .44  1 fac. 55.2 / 16 / <.001 .936 .912 .081 .044 .56 - .76 
 8 2 - / 1 Yes .45  1 fac. 78.7 / 17 / <.001 .916 .887 .098 .054 .52 - .79 
 9 2 - / - Yes .46  1 fac. 100.0/ 23 / <.001 .909 .885 .094 .054 .52 - .78 
DS 9 1 - / - Yes  .57  1 fac.  92.2 / 21 / <.001 .946 .928 .095 .043 .54 - .86 
 9 2 - / - Yes  .57  1 fac.  62.2 / 20 / <.001 .965 .953 .075 .037 .55 - .81 
LP 9 1 - / - Yes .45  1 fac.  74.8 / 23 / <.001 .943 .928 .077 .043 .46 - .77 
 9 2 - / - Yes .41  1 fac. 80.3 / 22 / <.001 .930 .908 .084 .050 .43 - .78 
CT 
Fct 1 
Fct 2 
9 
5 
4 
1 - / - 
- / - 
- / 1 
No 
Yes 
Yes 
.31 
.34 
.39 
 2 fac. 51.9 / 23 / <.001 .941 .924 .058 .045  
.51 - .63 
.44 - .70 
CT 
Fct 1 
Fct 2 
9 
5 
4 
2 - / 1 
- / - 
- / - 
No 
Yes 
Yes 
.34 
.37 
.46 
 2 fac.  38.9 / 22 / .015 .970 .960 .045 .032  
.52 - .71 
.61 - .71 
ST 9 1 - / - Yes .56  1 fac. 57.2 / 19 / <.001 .957 .946 .073 .036 .63 - .85 
 9 2 - / - Yes .51  1 fac. 46.1 / 17 / <.001 .954 .940 .067 .042 .55 - .82 
OE 9 1 - / - Yes  .42  1 fac. 33.9 / 21 / .038 .977 .971 .040 .038 .46 - .75 
 9 2 - / - Yes  .49  1 fac. 72.1 / 20 / <.001 .930 .913 .083 .050 .44 - .82 
MET 
Fct 1 
Fct 2 
Fct 3 
13 
7 
3 
3 
1 - / - 
- / - 
- / - 
- / - 
No 
Yes 
Yes 
Yes 
.30 
.37 
.51 
.39 
 2nd 
order 
57.1 / 46 / .126 .984 .980 .025 .036  
.53 - .66 
.63 - .73 
.55 - .71 
MET 
Fct 1 
Fct 2 
Fct 3 
13 
7 
3 
3 
2 - / 1 
- / - 
- / - 
- / - 
No 
Yes 
Yes 
Yes 
.39 
.40 
.61 
.44 
 2nd 
order 
89.8 / 44 / <.001 .949 .937 .053 .048  
.56 - .72 
.72 - .84 
.61 - .67 
MET 
Fct 1 
Fct 2 
Fct 3 
16 
8 
4 
4 
2 - / 1 
- / - 
- / - 
- / - 
No 
Yes 
Yes 
Yes 
.34 
.40 
.60 
.38 
  156.1/ 64/ <.001 .913 .901 .062 .053  
.54 - .69 
.69 - .78 
.46 - .67 
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the Treat-
ment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
Treatment. 
MSA: Mokken Scale Analysis, CFA: confirmative factor analysis, # viol 74/40: number of violations of monotony 
with restscore group sizes (nR+) of 75 and 40, Uni-dim.: unidimensional according to the unidimensionality criteria 
of Hemker et al. (1995), H: scalability coefficient. 
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Outcome Expectancy (OE) 
With c = .30, the bottom-up item selection algorithm selected 14 of the initial 18 items 
for one scale, including three items that had been flagged as highly skewed. Three items, 
which assess the expectancy that the treatment will result in a better life, constituted a 
second scale. With c = .40, an 8-item scale was selected which had several drawbacks, 
however. It consisted of positively keyed items only, included one highly skewed item, and 
contained no item representing the belief that one will be able to stick to the new acquired 
behavior in the long term, which had been regarded as important by clinical experts. In 
order to reduce these problems, the highly skewed item was removed and two items were 
added in spite of comparatively low Hi-values (.39 and .32). The resulting 9-item scale 
included only one negatively keyed item. As can be seen from Table 3.2, the MSA 
supported the assumptions of monotonicity and unidimensionality indicating that the MHM 
fits the data on the OE scale. The scale had moderate scalability with H = .42.  
 
Motivation to Engage in Treatment (MET) 
As expected, the 31 MET items did not embody a unidimensional concept. With c = .35, 
three well-interpretable scales emerged: A 7-item scale combining the facets Commitment 
and Readiness to make sacrifices, a 3-item scale representing Readiness for disclosure, and 
another 3-item scale addressing Readiness for efforts between sessions. As can be seen 
from Table 3.2, the assumption of monotonicity was supported for the three subscales and 
for the total 13-item MET scale. The assumption of unidimensionality is supported for the 
three subscales. The total scale, the 7-item subscale, and the 3-item Readiness for efforts 
between sessions subscale emerged as weak scales with H-values of .30, .37, and .39, 
respectively. With H = .51, the 3-item subscale Readiness for disclosure is a strong scale. 
 
3.2.2.2 Single-Factor CFA  
Although a considerable percentage of the items that were selected on the basis of MSA 
were still moderately skewed, kurtotic, or both, the items with the most non-normal score 
distributions had not passed the item-selection on the basis of MSA. The average absolute 
values for skewness and kurtosis among the 66 selected items were 0.65 (S.D. .37; max. 
1.52) and 0.96 (S.D. .47; max. 1.78), respectively. Of the 14 items with an absolute value 
for skewness exceeding 1, five belonged to the ST scale, four to the OE scale, two to the PR 
scale, and each one to the CT and the MET scale. Eight of the ten items with the highest 
absolute values for kurtosis belonged to the LP scale. No irregularities such as convergence 
problems or inadmissible solutions occurred in any of the models reported in this section. 
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Table 3.2 provides an overview of the model fit and the range of factor loadings of the 
CFA’s of the various scales. 
 
Problem Recognition (PR) 
The single-factor model provided an acceptable fit to the data on the 8-item PR scale, 
based on Hu and Bentler’s (1999) criterion SRMR < .055. This supports the conclusion 
from the MSA that the scale is essentially unidimensional. The range of the standardized 
factor loadings (mean .64) indicates that the items have moderate discriminating power. 
That is, the scores on the items discriminate to a moderate degree between respondents with 
different standings on the latent trait measured by the PR scale. 
 
Distress (DS) 
In contrast with what could be expected on the basis of the result of the MSA, the fit 
information for the single-factor model was ambiguous, χ2MLMV (df = 22, N = 378) = 135.9, 
p < .001, CFI = .91, TLI = .89, RMSEA = .117, SRMR = .051. While the SRMR indicated 
adequate fit, the RMSEA value was indicative of an ill-fitting model. Inspection of the 
modification indices revealed a very high value for the covariance between the items I have 
a shit life and In spite of all, I have a rather pretty life, indicating that these items have 
more in common than is explained by the DS factor. A plausible explanation for this is the 
obvious overlap in content and the fact that these items refer to the general quality of life 
while all other items in the scale refer to distress resulting from a particular problem. An 
additional reason for the high covariance of the two items was that they had lower means 
than the other items in the scale and thus might have constituted a difficulty factor (West et 
al., 1995). This could also explain why the scale emerged as unidimensional in the MSA, 
because the conclusion from MSA concerning the dimensionality of a set of items is less 
dependent on the score distributions of the items. Because there are plausible substantive 
and statistical reasons for the high covariance between the two items, a modified model was 
specified, in which the measurement errors of the two items were allowed to correlate. This 
model provided a more acceptable fit to the data (se Table 3.2). The high standardized 
factor loadings of the DS items (mean .71), supported the conclusion from the MSA that the 
DS scale has strong discriminative power.  
 
Perceived Legal Pressure (LP) 
Recall that two of the nine items have an additional Does not apply response option that 
was coded as score 1. To account for the common method-factor introduced by this deviant 
response format, the measurement errors of these two items were allowed to correlate. The 
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resulting single-factor model provided an acceptable fit to the data (see Table 3.2), 
supporting the conclusion from the MSA that the LP scale is essentially unidimensional. 
The estimates for the factor loadings (mean .65) indicated medium discriminating power of 
the items. Unexpectedly, the estimated correlation between the two measurement errors did 
not reach significance. 
 
Perceived Cost of the treatment (CT) 
In accordance with the results of the MSA, the single-factor model for the CT scale 
provided no acceptable fit to the data, χ2MLMV (23, N = 378) = 92.2, p < .001, CFI = .86, 
TLI = .82, RMSEA = .089, SRMR = .060. However, a two-factor model with correlated 
factors for the 5-item Aversiveness subscale and the 4-item Sacrifices subscale provided an 
acceptable fit (see Table 3.2). The correlation between the factors was .68. With mean 
values of .57 and .62, respectively, the items of both factors had moderate factor loadings.  
The two-factor model can be rearranged into an equivalent hierarchical model, in which 
each item has a loading on the general factor as well as on one of the two hierarchical group 
factors (McDonald, 1999, p. 176). This yielded loadings on the general factor ranging 
between .36 and .58 (mean .49). Following the convention that factor loadings exceeding 
the value of .30 are considered salient, it can be concluded that the general factor accounts 
for a sufficient proportion of the variance of all CT items to justify the use of the sum score 
of the total 9-item CT scale (McDonald, 1999). 
 
Perceived Suitability of the Treatment (ST) 
The single-factor model provided an adequate fit to the data on the 9-item ST scale. This 
is in accordance with the conclusion from the MSA that the ST scale is essentially 
unidimensional. The high factor loadings (mean .73), provide further evidence for the 
strong discriminating power of the ST scale. 
 
Outcome Expectancy (OE) 
The single-factor model fitted the data on the 9-item OE scale well, demonstrating the 
unidimensionality of the OE scale. The factor loadings (mean .63) indicated moderate 
discriminating power of the OE scale.  
 
Motivation to Engage in Treatment (MET) 
As expected, the single-factor model provided no adequate fit to the data, χ2MLMV (48, N 
= 378) = 159.3, p < .001, CFI = .84, TLI = .81, RMSEA = .078, SRMR = .063. However, a 
higher-order model with a second-order factor and three first-order factors for the three 
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subscales fitted the data very well. The mean values of the factor loadings of the 7-item 
Commitment for session attendance and retention subscale, the 3-item Readiness for 
disclosure subscale, and the 3-item Readiness for efforts between sessions subscale were 
.59, .69, and .61, respectively. The loadings of the three first-order factors on the second-
order factor were .91, .64, and .74, respectively.  
 
3.2.2.3 Path Analysis 
The hypothesized model presented in Figure 3.1 (Model 1a) did not fit the data (see 
Table 3.3). The modification indices obtained by non-robust ML estimation revealed that 
the misfit was mainly due to a moderate negative correlation between the CT and DS 
scales, which was not accounted for by the model. Furthermore, the effects of DS, LP, and 
ST on MET were not significant. In the case of DS and LP, the non-significant regression 
weights reflected marginal correlations with MET of −.14 and −.05, respectively. In 
contrast, ST was substantially correlated with MET (r = .40) but did not significantly add to 
the prediction of MET because of its strong correlation with OE (r = .60), which was the 
strongest predictor of MET.  
Because of the obvious misspecifications in Model 1a, a second model with an 
additional covariance between DS and CT and without the three regression paths from 
MET on DS, LP, and ST was specified (Model 2a). As can be seen from Table 3.3, these 
modifications resulted in an acceptable fit. However, a high value (19) of a modification 
index requested another correlation path between LP and CT. When this path was added 
(Model 3a, see Figure 3.2), the model provided a good fit to the data (see Table 3.3). 
All estimates for the originally hypothesized correlations between the scores on the 
scales had the expected sign. Both added correlations of DS with CT and of LP with CT 
were negative with values of −.32 and −.19, respectively, indicating that there is a tendency 
for more distressed patients and for patients with a higher level of perceived legal pressure 
to perceive higher costs of the treatment. Although not hypothesized in advance, both 
associations make sense from a substantive point of view, justifying the modifications of 
the original model. Together, the scores of the scales for PR, CT, and OE explained 37.9 
percent of the variance of the MRT scores, with OE being the strongest predictor. 
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Figure 3.2: Path diagram of Model 3a and the structural part of Model 3b 
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment; +: positive parameter estimate, −: negative parameter estimate. 
 
 
 
 
Table 3.3: Fit of the path analysis and structural equation models to the data of Study 1, Study 
2, and the pooled samples of Study 1 and 2 
Path analysis  Structural equation modeling (SEM) 
Mod χ2MLMV / df / p CFI TLI RMSEA SRMR  Mod # 
items 
χ2MLMV / df / p CFI TLI RMSEA SRMR 
Sample 1 
1a 
2a 
3a 
98.8/ 9/ <.001 
39.0/ 11/ <.001 
19.4/ 10/ .035 
.491 
.954 
.984 
.661 
.928 
.973 
.162 
.082 
.050 
.084 
.049 
.047 
 1b  
2b  
3b  
66 
66 
66 
399.9/ 224/ <.001 
394.8/ 224/ <.001 
393.2/ 224/ <.001 
.831 
.836 
.837 
.828 
.833 
.834 
.046 
.045 
.045 
.085 
.080 
.080 
Sample 2 
1a 
2a 
3a 
68.5/ 9/ <.001 
34.7/ 10/ <.001 
18.7/ 10/ .044 
.640 
.963 
.987 
.760 
.941 
.979 
.133 
.081 
.048 
.072 
.055 
.051 
 1b  
3b  
3b  
66 
66 
70 
406.4/ 212/ <.001 
401.0/ 212/ <.001 
419.2/ 221/ <.001 
.817 
.822 
.814 
.815 
.820 
.811 
.049 
.049 
.049 
.091 
.087 
.087 
Pooled samples 1 + 2 
3a 39.5/ 10/ <.001 .977 .961 .063 .053  3b 66 833.0 / 357 / <.001 .853 .850 .042 .077 
 
 
 
 
 3.2.2.4  Structural Equation Modeling 
The structural part of the first SEM model that was fitted to the data (Model 1b) is 
presented in Figure 3.1. In contrast with the initial conceptualization, MET was specified as 
PR
DS
CT
LP
ST
OE
MET
+
–
+
+
+
+
+
+
–
–
+
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a second-order factor corresponding with three first-order factors. Furthermore, as for the 
CFA on the separate scales, the measurement errors of the two LP items with a Does not 
apply response category and of two DS items with overlapping content were allowed to 
correlate. The information concerning the fit of Model 1b was ambiguous (see Table 3.3). 
The combination of SRMR < .10 and RMSEA < .06 indicates that serious misspecifications 
in the model were unlikely (Hu & Bentler, 1999). Nevertheless, the low values of the CFI 
and TLI are puzzling. Part of the explanation could be a remaining inflating effect of non-
normality on the adjusted chi-square statistic and consequently on the fit indices derived 
from it (West et al., 1995). Furthermore, there is evidence that the overrejection tendency of 
chi-square based fit-indices with non-normal data is exaggerated when models are large as 
in the present case (Gerbing & Anderson, 1993; Hutchinson & Olnos, 1998). The contra-
dictory fit-information provided by the RMSEA versus CFI and TLI might also be due to a 
differential effect of model size on fit-indices (Kenny & McCoach, 2003).  
Most parameter estimates were in accordance with expectations. The standardized factor 
loadings were similar to those in the separate single-factor CFA’s of the various scales with 
an average difference of |.013|. All estimated correlations between ID factors were in the 
expected direction but, as was the case in the path analysis, DS and LP had small negative 
correlations with MET. Together, the six ID factors accounted for 59.5 percent of the 
variance of MET, with OE being the single best predictor.  
As in the path analysis of Model 1a, the modification indices suggested an additional 
covariance path between DS and CT, and the weights for the regressions of MET on DS 
and LP were trivially small. However, unlike in the path model 1a, the regression of MET 
on ST had a statistically significant and substantial weight (−.20) in spite of a positive 
correlation between MET and ST (r = .47). The reversed sign of the regression coefficient 
indicates a suppression situation, which, according to the definition of Cohen and Cohen 
(1975), is present when the correlation of the criterion with one predictor is less than the 
correlation with another predictor multiplied by the correlation between both predictors. In 
our case, ST acted as a suppressor for OE and PR. This means that ST did not primarily add 
to the prediction of MET directly but indirectly by accounting for invalid variance in OE 
and PR that otherwise would have disturbed the predictive power of these scales with 
respect to MET (Cohen & Cohen, 1975). 
As in the path analysis, a second model with an additional correlation path between DS 
and CT and without the regression paths of MET on DS, LP, and ST was specified (Model 
2b). The effect of MET on ST was removed in spite of its statistical significance because 
the combination of a negative regression weight and a positive correlation is difficult to 
interpret and unlikely to be a stable phenomenon. As in the path analysis, a modification 
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index suggested an additional correlation path between CT and LP. As can be seen from 
Table 3.3 (Model 3b), adding this path, did not substantially improve the fit of the model, 
which it did in the path analysis model, Model 3a. This can be explained as follows: due to 
the fact that Model 3b is much larger than Model 3a, far more covariances that are not 
perfectly accounted for by the model, contribute to the chi-square value. Because the 
standardized estimate for the added correlation path between CT and LP had a similar value 
(−.21) as in the path model (−.19), the path was maintained, and Model 3b was regarded as 
the final model (see Figure 3.2, section 3.2.2.3). With 57.8 percent, PR, CT, and OE 
accounted for only slightly less variance of MET than all six ID-factors did in Model 1b. As 
in Model 1b, OE was is the strongest predictor of MET. 
3.2.3 Discussion Study 1 
The main conclusion from Study 1 is that the selected items constitute scales with mostly 
favorable psychometric properties. The results of the MSA and the single-factor CFA 
demonstrate that the scales for PR, DS, LP, ST, and OE are essentially unidimensional. The 
scales for CT and MET are not unidimensional, but their subscales are sufficiently 
correlated to be represented by a general factor in the case of the CT scale, and by a higher-
order factor in the case of the MET scale. This justifies the use of the sum scores of the 
total CT and MET scales. Furthermore, most of the hypothesized relationships among the 
scales were confirmed at the level of observed scores as well as at the level of true scores. 
Exceptions are the negative correlations of the DS scale with the CT and the MET scale, of 
the LP scale with the CT scale, and the virtually nonexistent correlation between the scales 
for MET and LP. These unexpected results might either indicate that the theoretical 
assumptions concerning the associations between the concepts were wrong or that the 
scales do not exactly measure what they were supposed to do. Although the dimensionality 
analyses and most correlations between scales provide some support for the validity of the 
DS, CT, LP, and MET scale, which are involved in the unexpected correlations, more 
research is needed to solve this issue. The fact that the correlations among the TMS-F 
scales were very similar for observed variables (path analysis) and latent variables (SEM) 
indicates that the measurement error of the observed scores does not distort the meaning of 
the scales.  
An undesirable finding was the considerable percentage of respondents who almost 
exclusively used the extreme scale-points 1 and 5. This might indicate that for many 
respondents the 5-point response scale was difficult to conceive. This response style 
constitutes a problem because it can influence the scale scores of individuals, especially for 
scales that mainly consist of either positively or negatively keyed items.  
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Because the selection of items and several modifications of the model were at least 
partly data-driven, the final results of Study 1 are likely to be affected by capitalization on 
chance. Therefore, cross-validation of the results with an independent sample is essential. 
 
3.3 STUDY 2: CROSS-VALIDATION 
The primary purpose of Study 2 is to find out to what extent the results of Study 1 are 
stable. For this aim, the TMS-F was administered to a new independent sample from the 
same population as defined in Study 1.  
Strictly speaking, cross-validation would require that the instrument is not modified at 
all. However, because the problem of the high percentage of respondents who mainly use 
the extreme options of the 5-point response scale is too serious to be ignored, it was decided 
to slightly modify the response scale of the questionnaire. First, the anchors for the 
response options were reworded, replacing (Dis)agree by Strongly (dis)agree, and More 
(dis)agree than (dis)agree by Largely (dis)agree, in the hope that the more extreme anchors 
would discourage use of the endpoints and that the shorter formulation for the anchors of 
the intermediate options would make these more attractive.  
Secondly, the layout of the response scale was changed from a horizontal format with 
the anchors for the response options presented only once at the top of each page, into a 
vertical format in which the five anchors are presented for each item. This modification is 
based on the assumption that while going through the questionnaire, most respondents do 
not refer to the verbal anchors at the top of the page but only remember the general 
direction of the response scale (e.g. left means agreement, right means disagreement). 
Especially for respondents who have difficulty conceiving an abstract dimension of 
agreement, the intermediate response options for partial (dis)agreement might be too 
abstract. When the anchors are presented along with every item, the meaning of the 
intermediate response options may become less abstract and consequently more attractive.  
Thirdly, the Does not apply response category of two items of the LP scale was 
supplemented by the explication Treatment is not court mandated. This was done because 
voluntary patients often did not use this response option as intended for the item It is quite 
possible that the legal system would shut its eyes if I would quit now. Instead of using the 
does not apply option, almost 20 percent of the patients without legal pressure marked one 
of the two disagreement-options. They probably wanted to express that the legal system is 
not concerned with their treatment, but unintentionally expressed a high instead of a low 
level of perceived legal pressure. By adding the explication Treatment is not court 
 Chapter 3 
  56 
mandated it was hoped that the Does not apply response option would become the obvious 
choice for voluntary patients.  
Furthermore, in order to improve either the reliability of scales or the balance of 
positively and negatively keyed items, nine new experimental items were added to the 
questionnaire (PR: 1; CT: 2; OE: 1; MET: 5 ).  
3.3.1 Method 
3.3.1.1 Participants 
The data collection for Study 2 took place in the period between September 2002 and 
September 2003 in six forensic psychiatric outpatient treatment centers9. Three centers had 
also taken part in Study 1. In two of these centers, participants were only recruited from 
treatment groups, which had not participated in Study 1. In one center, which contributed 
35 patients to Study 1 and 200 to Study 2, patients who responded positively to the question 
whether they had already taken part in Study 1 were excluded. Although it is possible that 
some patients denied having taken part in Study 1 in order to obtain the reward of 5 Euro 
again, their number is likely to be small, first, because in this center only 35 patients had 
taken part in Study 1, and second, because the treatment of most participants in Study 1 was 
terminated before the data collection for Study 2 started. Inclusion criteria were the same as 
in the construction study. A total of 383 patients took part in Study 2. Seven questionnaires 
were excluded from the analysis because of a clearly invalid pattern of responses (invariant 
use of the neutral response category or several pages skipped).  
As can be seen from Table 3.1, the final sample (N = 376) resembled that of Study 1 in 
most respects, but there were a few notable differences. Compared with Study 1, the new 
sample contained more sexual offenders, especially those with young victims, and less 
violent offenders, more voluntary patients, more psychotic, and more addicted patients.  
 
3.3.1.2 Procedure 
The procedure of data collection was the same as in the construction study, however the 
average administration time was only about 15 minutes due to the reduced number of items 
of the TMS-F. All patients were offered five Euros for participating in the study.  
                                                          
9
 Polikliniek de Tender, Deventer (200 patients); Ambulante Forensische Psychiatrie Noord-Nederland, sites in 
Assen (23), Groningen (12); Forensisch Psychiatrische Polikliniek van De Meren, Amsterdam (15); Kairos, 
Nijmegen (101); Poli- en deeltijdkliniek of GGzE, Eindhoven (25).   
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3.3.1.3 Data 
The data contained 0.6 percent missing values, which was slightly less than in Study 1. 
Imputation of missing values was accomplished by the same two-way imputation method 
as described in Section 3.1.2.3. Compared with Study 1, the average absolute values for 
skewness and kurtosis decreased to 0.37 (S.D. .54; max. 1.35) and 0.60 (S.D. .70; max. 
1.67), respectively. The percentage of respondents who made little or no use of the 
intermediate response options 2 and 4 decreased substantially. Only 5.6 percent (compared 
to 23.0 percent in Study 1) scored 2 or 4 on less than 10 percent of the items, and no 
respondent (compared to 4.8 percent in Study 1) totally avoided these response options. 
 
3.3.1.4 Data Analysis 
The data analysis of Study 2 largely resembled that of Study 1. In the first step, the 
scales that were selected in Study 1 complemented by the new experimental items were 
analyzed by Mokken Scale Analysis (MSA). On the basis of this analysis, it was decided 
which new experimental items could be included in the scales. Then, a CFA was conducted 
on each scale, with and without the new experimental items. Next, the factorial structure of 
the whole questionnaire was tested by path analysis on the basis of the sum scores of the 
scales, and by structural equation modeling (SEM) on the basis of the original 66 items and 
the extended set of items including the new items, respectively. Next, multiple-group 
analyses were conducted as a formal test of whether the results of Study 1 had successfully 
been replicated. The composite reliability of the scales was computed applying McDonalds 
(1985) coefficient ω. Finally, the path analysis and SEM models are fitted to the data of the 
pooled samples if the multiple-group analyses indicate a high level of measurement 
invariance across the samples.  
Multiple-group analysis. Multiple-group analyses were conducted for (a) the final CFA’s 
of the separate scales, (b) the final path analysis model (Model 3a), and (c) the 
corresponding SEM model (Model 3b). In multiple-group analysis, the invariance of the 
parameter estimates in two or more groups (c.q. samples) is put to the test in a sequence of 
two or more increasingly restrictive nested models (Byrne, 1998). In the first step, which is 
the same for all models, two separate single-group analyses with the same model specifica-
tions for both groups are conducted simultaneously on the data of both samples. This 
analysis yields a combined chi-square value for global model fit, which constitutes the 
baseline for comparisons with the chi-square values of the subsequent more restrictive 
models. The subsequent steps differ between the three kinds of models. In the second step 
of the multiple-group CFAs of the separate scales, equality constraints are imposed on the 
factor loadings of the items, i.e. the loadings in both groups are supposed to be the same. In 
 Chapter 3 
  58 
the third step, additional equality constraints are imposed on covariances between error 
variances, second-order factor loadings, or factor covariances, depending on the model of 
the particular scale. In the case of the integral SEM model of all scales, equality constraints 
are first imposed on the factor loadings of the items, then on the parameters in the structural 
part of the model, that is, the factor covariances and the latent regression weights, and 
finally on the covariances between measurement errors of items. In the second step for path 
analysis model, equality constraints are imposed simultaneously on the factor covariances 
and latent regression weights. In all cases, the hypothesis of invariance across groups must 
be rejected if the chi-square value in the more restrictive model is significantly higher than 
in the baseline model. In that case, modification indices are inspected to find out which 
particular model parameter caused the inequality. 
Because the chi-square difference test is very sensitive when samples are large, the null 
hypothesis was tested at an alpha level of .01 in order to detect substantively important 
differences only, emphasizing practical rather than statistical significance. As in Study 1, 
robust mean and variance adjusted maximum likelihood estimation and the corresponding 
chi-square difference test as implemented in the Mplus program (Muthén & Muthén, 2004) 
were employed for all single-group and multiple-group CFA’s. The fit of the models to the 
data was evaluated by the same criteria as described in Section 3.1.2.4. Again, because 
robust maximum likelihood estimation does not yield modification indices, the analyses 
were repeated with ordinary maximum likelihood estimation when reasons for a lack of fit 
needed to be explored.  
Computation of scale reliability. The most widely applied index for the reliability of 
scales is Cronbach’s coefficient α. However, it has been shown that α is a biased estimator 
of composite reliability in many situations, which are typical for psychological measure-
ment. Most importantly, α underestimates the reliability when a scale is not strictly 
unidimensional (Raykov, 2001). This does not apply for McDonald’s coefficient for 
composite reliability ω (McDonald, 1985), which is equivalent with Raykov’s coefficient ρ 
(Raykov, 1997), and is computed from parameter estimates obtained by CFA. In 
accordance with the definition of reliability in classical test theory as the ratio of true-score 
variance and observed variance, ω is defined as u /(u + v), where u is the squared sum of 
the factor loadings and v is the sum of the variances of the measurement errors. In this 
study, ω was computed from the estimates obtained by the CFAs of the individual scales. 
Because α is better known than ω and because the discrepancy between ω and α reflects 
the extent of the deviation from unidimensionality, both coefficients will be reported.  
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3.3.2 Results 
3.3.2.1 Analysis of Individual Scales  
In the following, the results of the MSA and single-factor CFA are reported per scale. A 
summary of the results is provided in Table 3.2. No irregularities such as convergence 
problems or inadmissible solutions occurred in any of the analyses reported in this section.  
 
Problem Recognition (PR) 
Mokken Scale Analysis. As in Study 1, the assumptions of the MHM, unidimensionality 
and homogeneity, were met by the data of the PR scale. Neither the 8-item nor the extended 
9-item PR scale contained significant violations of the assumption of monotonicity and 
both scales satisfied the criterion for unidimensionality by Hemker et al. (1995). The H-
values of the scale were very similar to that in Study 1 and indicate moderate scalability 
according to the criteria by Mokken (1971) (see Table 3.2). 
Single-factor CFA. The fit of the single-factor model was less satisfactory than in Study 
1. While the values of the SRMR and CFI were still satisfactory, the TLI and RMSEA 
indicated mediocre fit. The deteriorated fit was due to a tendency of the items representing 
the two PR facets Recognition of having a behavioral problem and Recognition of being in 
need of treatment to form item clusters, which was not present in the data of Study 1. The 
estimates of the factor loadings for the 8-item scale (mean .65) and for the 9-item scale 
(mean .65) were very similar to those in Study 1. 
Multiple-group CFA. The baseline model without equality constraints provided an 
acceptable fit to the data of the 8-item PR scale, χ2MLMV (33, N1 = 378, N2 = 376) = 131.9, 
p < .001, CFI = .925 TLI = .900, RMSEA = .089, SRMR = .049. As can be seen from Table 
3.4, imposing equality constraints on the seven factor loadings that were freely estimated in 
the baseline model did not result in a significant increase of chi-square value. (For identifi-
cation purposes one factor loading was fixed to the value of 1 in the baseline model and in 
the restricted model). Thus, the hypotheses that the pattern and sizes of the factor loadings 
are invariant across the samples did not have to be rejected. 
 
Distress (DS): 
Mokken Scale Analysis. As in Study 1, the assumptions of the MHM were supported by 
the data. The H-value equals that obtained in Study 1 and is indicative of a strong scale. 
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Single-factor CFA. The single-factor model with correlated measurement errors between 
two items provided a satisfactory and slightly better fit than in Study 1. The standardized 
factor loadings (mean .72) were similar to those in Study 1. 
Multiple-group CFA. The baseline model without equality constraints provided an 
adequate fit, χ2MLMV (41, N1 = 378, N2 = 376) = 152.3, p < .001, CFI = .956, TLI = .941, 
RMSEA = .085, SRMR = .040. Neither eight equality constraints on the factor loadings nor 
an additional equality constraint on the covariance between two measurement errors 
resulted in a significantly higher chi-square value than the baseline model (see Table 3.4). 
Thus, the hypotheses of invariance of the single-factor structure and of the sizes of factor 
loadings was not rejected, and the correlation between the measurement errors of the two 
items that refer to the general quality of life was found to be stable.  
 
Perceived Legal Pressure (LP): 
Mokken Scale Analysis. As in Study 1, the assumptions of the MHM were met by the 
data of the LP scale. The H-value was slightly lower than in the construction sample but 
was still within the range that indicates a medium scale.  
Single-factor CFA. The fit of the single-factor model with correlated measurement errors 
of two items was somewhat less satisfactory than in the construction sample but was still 
within the acceptable range. The values of the standardized factor loadings (mean .61) were 
slightly lower than in Study 1. 
Multiple-group CFA. The baseline model without equality constraints between the two 
samples provided an acceptable fit to the data, χ2MLMV (45, N1 = 378, N2 = 376) = 155.1, p 
< .001, CFI = .937, TLI = .919, RMSEA = .081, SRMR = .046. As can be seen from Table 
3.4, imposing eight equality constraints on the factor loadings resulted in a just not signifi-
cant increase of the chi-square value. Inspection of the modification indices showed that the 
factor loading of a single item accounted for most of the chi-square difference. The standar-
dized estimate of factor loading of this item decreased from .70 in the first sample to .49 in 
the second, while the average parameter change for the other items was only .05. No 
explanation was found for this remarkable difference between the two samples. Releasing 
the equality constraint on the factor loading of this item reduced the chi-square of the 
difference to a substantial degree (see Table 3.4). An additional equality constraint on the 
covariance between the measurement errors of the two items with does not apply response 
options yielded a significant increase of the chi-square value.  
There are two plausible explanations for the substantial increase of the correlation bet-
ween the measurement errors from a nonsignificant .01 in the first to .25 in the second 
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sample. The first reason is the higher percentage of voluntary patients in the second sample 
(46 compared to 36 percent in the first sample). After all, this is the group for which the 
Does not apply option applies and that therefore can contribute to the common method 
variance of the two items. The second reason could be the partial success of the explication 
Treatment is not court mandated that was added to the Does not apply response category 
(see Section 3.3). The percentage of voluntary patients who aberrantly responded Disagree 
or Strongly disagree instead of Does not apply on one of the two items decreased from 19 
to 12 percent. Consequently, the correlation between the items increased from .56 to .71, 
resulting in a higher correlation between the measurement errors of the items. Because the 
inequality of the error covariance between the two samples could at least partly be 
attributed to the modification of the questionnaire in Study 2, the estimate from Study 2 is 
more likely to generalize to future samples. In conclusion, invariance of the single-factor 
structure was supported but the pattern of factor loadings could only be regarded as 
invariant for eight of the nine items. 
 
Perceived Costs of Treatment (CT) 
Mokken Scale Analysis. The 9-item CT scale fell apart into the same two subscales as in 
the construction sample. For both subscales, fit of the MHM was supported by the data. 
Neither subscale contained significant violations of the assumption of monotonicity, and 
both scales satisfied the criterion for unidimensionality by Hemker et al. (1995). The H-
values of the total CT scale, the facet 1 subscale and the facet 2 subscale were all higher 
than in Study 1. The two new experimental items were not added to the scale because they 
would have reduced the H-values of the total scale and of the facet 1 subscale to values of  
.32 and .33, respectively. 
Two-factor CFA. As in Study 1, the single-factor model did not provide an adequate fit, 
χ2MLMV (23, N = 376) = 89.8, p < .000, CFI = .88, TLI = .85, RMSEA = .088, SRMR = 
.055. However, the fit of the two-factor model was adequate and even better than in Study 
1. The standardized estimates of the factor loadings for the facet 1 subscale (mean .58) and 
for the facet 2 subscale (mean .66) were both slightly higher than in Study 1. With .71, the 
estimated correlation between the two factors was similar to that in the first sample. When, 
as in Study 1, the independent factor model was rearranged as a hierarchical model with a 
general factor and two independent cluster factors (see McDonald, 1999), the factor 
loadings on the general factor ranged from .43 to .60 (mean .52), which again justifies the 
use of the sum score of the total CT scale.  
Multiple-group CFA. The fit of the baseline model without equality constraints was 
adequate, χ2MLMV (44, N1 = 378, N2 = 376) = 88.5, p < .001, CFI = .958, TLI = .943, 
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RMSEA = .053, SRMR = .039. Imposing equality constraints on the seven factor loadings 
that were freely estimated in the baseline model did not result in a significant increase of 
the chi-square value (see Table 3.4). An additional equality constraint on the covariance 
between the factors also did not yield a significant increase of the chi-square value. In 
conclusion, the two-factor structure as well as the pattern of factor loadings were found to 
be invariant across both samples. 
 
Table 3.4: Results of multiple group confirmative factor analyses of the separate scales. 
 Equality 
Constraints 
∆χ2
 MLMV df p 
Problem Recognition 7 FL 6.0 7 .54 
Distress 8 FL 
8 FL, 1 CME 
12.7 
11.1 
8 
8* 
.12 
.19 
Perceived Legal pressure 8 FL 
7 FL 
7 FL, I CME 
18.3 
6.6 
23.6 
8 
7 
7 
.02 
.47 
< .01 
Perceived Costs of the Treatment 7 FL 
7 FL, FC 
13.6 
14.8 
7 
8 
.06 
.06 
Perceived suitability of the treatment 8 FL 6.0 7 .55 
Outcome Expectancy 8 FL 5.7 8 .68 
Motivation to Engage in the Treatment 10 FL 
10 FL, 2 SOFL 
10.8 
22.1 
10 
12 
.37 
.04 
 
Note. ∆χ2
 MLMV : test statistic for the chi-square difference between the baseline model and the restricted model. 
FL: factor loading, CME: covariance between measurement errors FC: Factor covariance, SOFL: second-order 
factor loading. 
* Under MLMV-estimation as implemented in the Mplus program, the degrees of freedom of the ∆χ2MLMV do not 
necessarily correspond with the number of constrained parameters (see, Muthén & Muthén, 2001, p. 358). 
 
 
 
Perceived Suitability of the Treatment (ST): 
Mokken Scale Analysis. As in Study 1, the assumptions of the MHM held for the data of 
the ST scale. The H-value was slightly lower than in the construction sample but was still in 
the range that indicates strong scalability.  
Single-factor CFA. As in Study 1, the single-factor model provided an adequate fit to the 
data. The values of the standardized factor loadings (mean .70) were slightly lower than in 
Study 1. 
Multiple-group CFA. The fit of the baseline model was adequate, χ2MLMV (36, N1 = 378, 
N2 = 376) = 102.6, p < .001, CFI = .956, TLI = .943, RMSEA = .070, SRMR = .039. 
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Equality constraints on eight factor loadings resulted in a nonsignificantly higher chi-square 
value (see Table 3.4). Thus, there is strong support for the invariance of the single-factor 
structure and the pattern of factor loadings for the ST scale. 
 
Outcome Expectancy (OE) 
Mokken Scale Analysis. As in Study 1, the OE scale contained no significant violations 
of the assumption of monotonicity and satisfied the criterion of unidimensionality. The H-
value was higher than in the construction sample and indicated medium scalability. The 
new experimental item was not included in the scale because it would have reduced the H-
value to .46 and because of its high correlation with the sum score of ST scale. 
Single-factor CFA. The fit of the single-factor model was less satisfactory than in the 
construction sample but it was still acceptable. The standardized factor loadings (mean .67) 
were slightly higher than in Study 1. 
Multiple-group CFA. The baseline model without equality constraints provided an 
acceptable fit to the data of the OE scale, χ2MLMV (40, N1 = 378, N2 = 376) = 103.9, p < 
.001, CFI = .951, TLI = .937, RMSEA = .065, SRMR = .044. Adding equality constraints 
on eight factor loadings resulted in a nonsignificant increase of the chi-square value (see 
Table 3.4). These results provide support for the invariance of the single-factor structure 
and the pattern of factor loadings. 
 
Motivation to Engage in Treatment (MET) 
Mokken Scale Analysis. The H-value of the total 13-item MET scale was higher than in 
the construction sample. With c = .37, the 13-item MET scale fell apart into the same three 
subscales as in the construction sample. The assumption of monotony was satisfied by the 
three subscales and marginally violated by the total 13-item MET scale. The three subscales 
satisfied the criterion for unidimensionality. The H-values of the total scale and of the three 
subscales were all higher than in Study 1.  
Only three of the five new items could be added to the MET scale, one for each subscale. 
The extended subscales also satisfied the MHM assumptions of monotonicity and unidi-
mensionality, while the total 16 item MET scales contained one significant violation of 
monotonicity. The H-values indicated that the total 16-item MET scale and the 4-item 
Readiness for efforts between sessions subscale are weak scales, the 8-item Commitment 
subscale is a medium scale, and the 4-item Readiness for disclosure subscale a strong scale.  
Single-factor CFA. As in Study 1, the single-factor model provided no acceptable fit to 
the data for the 13-item MET scale, χ2MLMV (46, N = 378) = 229.4, p < .001, CFI = .796, 
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TLI = .760, RMSEA = .103, SRMR = .073. However, the fit of the higher-order model with 
three first-order factors and one second-order factor was adequate for the 13-item scale, and 
slightly less satisfactory but still acceptable for the 16-item scale. Most standardized factor 
loadings were higher than in Study 1. The average values of the factor loadings of the 7-
item and the extended 8-item versions of the Commitment for session attendance and 
retention subscale were both .62, of the 3-item and the extended 4-item version of the 
Readiness for disclosure subscale .76 and .74, respectively, and of the 3-item and the 
extended 4-item version of the Readiness for efforts between sessions subscale .64 and .60, 
respectively. The standardized estimates of the loadings of the first-order factors on the 
second-order factor were respectively  .75, .86, and .74 for the 13-item version and .80, .89, 
and .72 for the 16-item version of the MET scale.  
Multiple-group CFA. The baseline model without equality constraints fitted the data 
well, χ2MLMV (90, N1 = 378, N2 = 376) = 146.9, p > .001, CFI = .964, TLI = .956, RMSEA 
= .041, SRMR = .042. As can be seen from Table 3.4, imposing equality constraints on the 
10 factor loadings that were freely estimated in the baseline model resulted in a nonsignifi-
cant increase of the chi-square value. Additional equality constraints on two second-order 
loadings of the first-order factors on the second-order MET-factor also did not result in a 
significant value of the chi-square of the difference. The substantial increase of the chi-
square value in the last step was entirely due to the higher second-order loading of the 
Readiness for disclosure factor, which increased from .64 in Study 1 to .86 in Study 2.  
 
3.3.2.2 Integral Analysis of all Scales 
3.3.2.2.1 Path Analysis 
Single-group analysis. As in Study 1, the originally hypothesized Model 1a (see Figure 
3.1) presented in Figure 3.1 provided no acceptable fit to the data (see Table 3.3, section 
3.2.2.3). The modification indices revealed that this was mainly due to a lacking covariance 
path between DS and CT. As in Study 1, the weights of the regression paths of MET on 
DS, LP, and ST were also negligible. A modified model with a covariance path between DS 
and CT and without the regression paths from MET on DS, LP, and ST (Model 2a) 
provided an acceptable fit (see Table 3.3). However, again analogous to Study 1, a 
modification index strongly suggested a covariance path between LP and CT. When this 
path was added, the model (Model 3a) fitted the data well (see Table 3.3). Together, PR, 
CT, and OE explained 40.6 percent of the variance of MET, which was slightly more than 
in Study 1. 
Multiple-group analysis. The baseline model, in which Model 3a is fitted to the data of 
both samples simultaneously without any equality constraints being imposed, provided an 
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adequate fit to the data, χ2MLMV (19; N1 = 378, N2 = 376) = 36.2, p =.010, CFI = .99, TLI = 
.98, RMSEA = .049, SRMR = .049. When all correlations and regression weights were 
constrained to be equal in both samples, the chi-square value increased just not significant-
ly, ∆χ2
 MLMV (11) = 24.0, p = .013. Inspection of the modification indices revealed that the 
higher chi-square value was mainly due to the negative correlation between DS and OE, 
which increased from −.28 to −.42, and that between DS and CT, which decreased from 
−.32 to −.24 (see Figure 3.3). 
 
3.3.2.2.2 Structural equation modeling (SEM) 
Single-group analysis. Model 1b provided a slightly lesser fit to the data on the original 
66 items than it did in the construction sample (see Table 3.3). As in Study 1, the regression 
weights of DS and LP were negligible and that of ST was negative (−.10) despite a positive 
correlation between ST and MET (.57). Furthermore, modification indices again strongly 
suggested covariances between DS and CT and between CT and LP.  
As can be seen from Table 3.3, the model without regression paths of MET on DS, LP, 
and ST, and with additional covariances between DS and CT and between CT and LP 
(Model 3b) provided an acceptable fit to the data for the 66 original items as well as for the 
extended set of 70 items, according to the combinatory cutoff-criterion SRMR < .10 in 
combination with RMSEA < .06 that was proposed by Hu and Bentler (1999). With 59.4 
and 63.3 percent explained variance of MET in the models with 66 and 70 items 
respectively, a similar proportion of the variance of MET was accounted for as in Study 1.  
Multiple-group analysis. First, Model 3b with 66 items was simultaneously fitted on the 
data of both samples without equality constraints. The fit of this baseline model was 
acceptable, χ2MLMV (436, N1 = 378, N2 = 376) = 795.0, p < .001, CFI = .829, TLI = .827, 
RMSEA = .047, SRMR = .083. Constraining the first-order factor loadings to be equal in 
both samples, resulted in a non-significantly higher chi-square value of the model, ∆χ2
 MLMV 
(51) = 61.2, p = .16. In order to provide an intuitive sense of the level of equivalence across 
both samples, the differences between the standardized estimates for the factor loadings in 
both samples are presented in Table 3.6. Approximately the same number of factor loadings 
increased as decreased in the cross-validation sample, indicating that not much 
capitalization on chance had occurred in Study 1. No factor loading fell below or even 
came close to .30, which is often regarded as a minimum value for the association of an 
item with the concept measured by the scale. The specific LP item, of which the factor 
loading decreased from .70 in the first to .49 in the second sample, contributed more than 
25 percent to the increase of the chi-square value.  
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Additional equality constraints on the parameters in the structural part of the model, that 
is, the factor covariances, regression weights, and the second-order factor loadings of the 
MET scale again resulted in a non-significant increase of the chi square value, ∆χ2
 MLMV 
(61) = 80.8, p = .05. In this step, the largest contribution to the chi-square difference came 
from the correlations between DS and OE, which increased from −.35 to −.47, and between 
DS and PB, which decreased from −.44 to −.34. Figure 3.3 provides an overview of the 
discrepancies between the estimates in the structural part of Model 3b in both samples.  
Finally, two additional equality constraints were imposed on the covariances between the 
measurement errors of the two DS items and the two LP items. At this point, the chi-square 
value of the model with equality constraints became significantly higher than that of the 
baseline model without equality constraints, ∆χ2
 MLMV (62) = 95.5, p = .004. However, as 
argued before, the discrepancy between both samples with respect to the estimate of the 
covariance of the measurement errors of the two LP items was likely to be due to differen-
ces between the samples with respect to the patients’ legal status and to a slight change of 
the item. When the equality constraint on the covariance between these measurement errors 
was released, the chi-square value of the difference with the baseline model fell below the 
threshold for significance, ∆χ2
 MLMV (62) = 81.3, p = .05. 
To summarize, the multiple-group SEM analysis of the integral model that includes all 
scales of the TMS-F shows that measurement invariance holds to a remarkable degree. The 
null hypotheses of an invariant factor structure, an invariant pattern of factor loadings, and 
invariant factor covariances and regression weights in both groups cannot be rejected. 
 
3.3.2.3 Reliability Analysis 
The estimates for McDonald’s coefficient ω and Cronbach’s coefficient α , and the 
standard errors of measurement based on ω are summarized in Table 3.5. All main scales 
and two MET-subscales had ω-values exceeding .80, which is regarded as sufficient for a 
scale to be used for the assessment at the level of individuals (Evers, Van Vliet-Mulder, & 
Groot, 2000). With values between .70 and .80, the two CT subscales were found to be 
sufficiently reliable to interpret the sum scores at the level of groups with confidence. 
Scores on the Readiness for efforts between sessions subscale of the MET scale should be 
interpreted cautiously even at the level of groups. The values for McDonald’s ω and 
Cronbach’s α were almost identical for the homogeneous scales PR, DS, LP, ST and OE, 
providing further evidence for the unidimensionality of these scales. As expected for non-
homogeneous scales, the values of ω exceeded those of α for the CT and MET scales. 
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3.3.2.4 Analyses with Pooled Samples 
Because the inequalities across the two samples were found to be comparatively minor, 
the path analysis of Model 3a and the SEM analysis of Model 3b were repeated with pooled 
samples of Study 1 and Study 2 (N = 754). According to the combinatory cutoff-criteria 
developed by Hu and Bentler (1999), both models provided an adequate fit to the data (see 
Table 3.3). The parameter estimates of both analyses are presented in Table 3.6 concerning 
the measurement part of Model 3b, and in Figure 3.3 concerning Model 3a and the 
structural part of Model 3b. As can be seen from Figure 3.3, the pattern of correlations 
among the scales was similar for observed scale scores and true scores. The fact that the 
correlations among the observed scores were smaller than those for the true-scores, 
suggests that the error components of the observed scores were not substantively correlated. 
 
Table 3.5:  Descriptive statistics, composite reliability, and standard error of measurement of 
the sum scores of the TMS-F scales based on sample 2 (N = 376) 
Scale # items Mean S.D. Skewness Kurtosis ω α s.e.m. 
PR 
DS 
LP 
CT 
 facet 1 
 facet 2 
ST 
OE 
MET 
 facet 1 
 facet 2 
 facet 3 
9 
9 
9 
9 
5 
4 
9 
9 
16 
8 
4 
4 
32.50 
27.11 
24.01 
32.85 
18.12 
14.73 
35.67 
33.89 
51.65 
27.50 
12.11 
12.04 
7.76 
8.83 
9.36 
6.91 
4.07 
3.84 
6.72 
7.46 
12.39 
7.03 
4.26 
3.59 
- 0.68 
- 0.06 
0.15 
- 0.38 
- 0.44 
- 0.50 
- 0.92 
- 0.43 
- 0.19 
- 0.21 
0.05 
- 0.10 
0.07 
- 0.84 
- 1.00 
- 0.33 
- 0.19 
- 0.38 
1.01 
- 0.52 
- 0.26 
- 0.69 
- 0.77 
- 0.36 
.869 
.906 
.843 
.849 
.723 
.759 
.895 
.882 
.916 
.830 
.826 
.697 
.867 
.907 
.844 
.808 
.720 
.753 
.889 
.882 
.879 
.828 
.824 
.689 
2.81 
2.70 
3.70 
2.68 
2.14 
1.87 
2.18 
2.56 
3.59 
2.90 
1.78 
1.97 
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment.  
ω: estimate of composite reliability, α: Cronbach’s coefficient alpha, s.e.m.: standard error of measurement. 
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Figure 3.3: Standardized parameter estimates from SEM analysis and path analysis for the 
structural part of Model 3 with pooled samples (N = 754) 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the Treat-
ment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in the 
Treatment, COM: Commitment, DIS: Readiness for Disclosure, EBS: Readiness for Efforts in Between Sessions. 
Upper value: Standardized estimate (between parentheses: difference between standardized estimates in both 
samples, ↓: lower value in Study 2, ↑: higher value in Study 2); 
Lower value: Unstandardized estimate (between parentheses: standard error). 
 
LP
CT
DS
PR
OE
ST
MET
.15 (.05↑)
.13 (.03)
.31 (.06↑)
.23 (.02)
.56 (.05↑)
.54 (.03)
−.35 (|.15|↑)
−.30 (.02)
−.29 (|.08|↓)
−.24 (.02)
−.20 (|.02|↑)
−.18 (.03)
.19 (.15↓)
.19 (.03)
.50 (.12↑)
.50 (.03)
.62 (.05↑)
.41 (.003)
.46 (.03↓)
.31 (.02)
.45 (.03↓)
.29 (.03)
Model 3a
LP
CT
DS
PR
OE
ST
MET
DISCOM EBS
.92 (.05↓)
1 (-)
.67 (.09↑)
1.02 (.07)
.68 (.01↓)
.86 (.07)
.14 (.10↑)
.13 (.02)
.34 (.08↑)
.20 (.02)
.63 (.04↑)
.48 (.03)
−.41 (|.13|↑)
−.29 (.02)
−.34 (|.10|↓)
−.17 (.02)
−.23 (|.04|↑)
−.12 (.02)
.18 (.21↓)
.25 (.06)
.64 (.15↑)
.63 (.05)
.68 (.03↑)
.37 (.03)
.56 (.08↓)
.21 (.02)
.52 (.01↑)
.21 (.02)
Model 3b
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Table 3.6: Estimates in measurement part of SEM analysis of Model 3b with pooled samples 
Scale Item # Facet Key Short content** λ (SE) Std. λ ∆(Std. λ) 
PR 1 
2 
3 
4 
5 
6 
7 
8 
9* 
B 
C 
C 
B 
C 
B 
B 
C 
C 
R 
I 
R 
R 
R 
R 
R 
I 
I 
I have to make changes in my life 
I can get on right track on my own 
I need treatment for real change 
Intention to change is not enough  
My problem requires treatment 
I must learn to cope with situations 
I really have behavioral problem 
I don’t need therapy to change  
Have life under control without help 
1 (-) 
1.09 (.06) 
1.36 (.06) 
1.04 (.05) 
1.03 (.05) 
0.98 (.04) 
1.16 (.06) 
1.09 (.05) 
1.05 (.07) 
.58 
.65 
.78 
.59 
.70 
.59 
.65 
.67 
.64 
.08↓ 
.02↑ 
.02↑ 
.02↑ 
.09↑ 
.06↑ 
.02↓ 
.04↓ 
- 
DS 1 
2 
3 
4 
5 
6 
7 
8 
9 
 R 
R 
R 
I 
R 
I 
R 
R 
R 
I feel bad because of my problems 
I have a shit-life 
I often worry about my problems 
In spite of all I’m not less than others 
Feel hopeless about my life 
In spite of all I have a pretty life 
I suffer tension and restlessness 
I hate myself for my behavior 
I’m often desperate about myself 
Correlation (res. 3 / res. 6)  
1.06 (.03) 
1.11 (.04) 
1 (-) 
0.75 (.04) 
1.22 (.04) 
0.77 (.04) 
1.14 (.04) 
0.98 (.04) 
1.24 (.04) 
0.40 (.04) 
.76 
.75 
.73 
.57 
.80 
.58 
.76 
.67 
.84 
.22 
.07↑ 
.05↑ 
.05↑ 
.02↓ 
.04↓ 
.06↑ 
.07↑ 
.13↓ 
.05↓ 
.03↓ 
LP 1 
2 
3 
4 
5 
6 
7 
8 
9 
 
A 
B 
B/C 
B 
B/C 
C 
B/C 
B 
C 
R 
R 
I 
I 
R 
I 
R 
R 
R 
Low effort has legal consequences  
Expulsion has legal consequences  
Legal pressure is negligible 
Legal system tolerates drop out 
I feel legal pressure strongly 
Little consequences when I stop  
Legal situation coerces me to stay 
Will be punished when sent away 
Refusing would have consequences  
Correlation (res. 4 / res. 8) 
1 (-) 
0.99 (.05) 
0.75 (.06) 
1.19 (.06) 
0.84 (.05) 
0.97 (.06) 
1.23 (.06) 
1.22 (.06) 
1.08 (.06) 
0.35 (.07) 
.63 
.61 
.46 
.69 
.55 
.61 
.74 
.75 
.67 
.12 
.01↑ 
.22↓ 
.03↓ 
.03↓ 
.04↑ 
.07↓ 
.06↓ 
.07↓ 
.06↓ 
.23↑ 
CT 1 
2 
3 
4 
5 
6 
7 
8 
9 
A 
B/A 
A 
B 
A 
B 
A 
A 
B 
I 
I 
R 
I 
R 
R 
R 
R 
R 
I feel comfortable in my therapy 
Sacrifices for my therapy tolerable 
Therapy feels humiliating  
Time investment is acceptable 
Treatment sessions are hard for me 
Treatment is at cost of other things 
Treatment is a burden 
Attending sessions is big effort  
Pay high price for the treatment  
1 (-) 
1.22 (.09) 
1.41 (.11) 
1.47 (.11) 
1.39 (.10) 
1.41 (.11) 
1.51 (.12) 
1.29 (.10) 
1.58 (.12) 
.50 
.51 
.53 
.56 
.54 
.59 
.59 
.59 
.59 
.03↑ 
.18↑ 
.01↓ 
.04↑ 
.00 
.04↓ 
.11↑ 
.02↓ 
.02↓ 
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Scale Item # Facet Key Short content** λ (SE) Std. λ ∆(Std. λ) 
ST 1 
2 
3 
4 
5 
6 
7 
8 
9 
A 
A 
A 
B 
C 
C 
A 
C 
B 
R 
I 
I 
R 
R 
R 
I 
R 
R 
I am satisfied with my treatment 
My treatment should be different 
Content of sessions is not useful  
Goals of my treatment are clear 
My therapists handle me well 
My therapist do a good job 
Different treatment would be better 
My therapists understand me  
I agree with goals of my treatment  
1 (-) 
1.13 (.05) 
1.11 (.04) 
0.92 (.05) 
0.97 (.04) 
1.03 (.04) 
0.97 (.05) 
0.96 (.04) 
0.87 (.04) 
.77 
.69 
.67 
.64 
.73 
.82 
.67 
.72 
.69 
.03↑ 
.07↓ 
.01↓ 
.18↓ 
.01↑ 
.03↓ 
.08↓ 
.04↑ 
.05↓ 
OE 1 
2 
3 
4 
5 
6 
7 
8 
9 
A/B 
B 
A/B 
B 
B 
B/C 
B 
A 
C 
I 
I 
I 
I 
I 
R 
I 
I 
I 
Treatment might go wrong 
Doubt therapy solves my problem 
It will become a disappointment 
Therapy not effective for my problem 
My behavior will never change 
I will stick to new behavior 
Worry about result treatment  
Not enough patience for treatment 
Doubt treatment can change life 
1 (-) 
1.24 (.06) 
1.01 (.06) 
1.31 (.06) 
0.89 (.05) 
0.60 (.04) 
1.19 (.06) 
0.92 (.06) 
1.37 (.06) 
.61 
.68 
.71 
.74 
.59 
.43 
.69 
.60 
.77 
.10↑ 
.09↑ 
.04↑ 
.05↑ 
.07↑ 
.01↑ 
.00 
.02↑ 
.04↑ 
MET 1 
2 
3 
4 
5 
6 
7 
8* 
9 
10 
11 
12* 
13 
14 
15 
16* 
A/B 
A/B 
A 
A 
A 
A/B 
B 
B 
C 
C 
C 
C 
D 
D 
D 
D 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
Less effort if I see little progress 
Less effort in case of set-back 
Miss session for important things 
Would stop if I see no change  
Miss session when treated unfair 
Less motivation if therapy gets hard 
Less motivation if costs get high 
Quit with therapy rather than friends 
I may keep issue out of treatment 
Needn’t discuss difficult subject  
Won’t talk about private issues 
You better don’t tell everything  
Forget about treatment at home 
It shouldn’t keep you busy at home 
Would mind doing homework 
Not think about behavior at home  
1 (-) 
1.12 (.07) 
1.09 (.07) 
0.99 (.06) 
1.01 (.07) 
1.20 (.07) 
1.18 (.07) 
1.05 (.08) 
0.85 (.05) 
1(-) 
1.00 (.05) 
0.81 (.04) 
1 (-) 
0.85 (.06) 
1.00 (.07) 
0.78 (.08) 
.58 
.64 
.61 
.56 
.58 
.67 
.60 
.64 
.65 
.74 
.77 
.72 
.65 
.57 
.64 
.46 
.01↑ 
.01↓ 
.07↑ 
.04↑ 
.03↓ 
.07↑ 
.05↑ 
- 
.10↑ 
.00 
.12↑ 
- 
.12↓ 
.09↑ 
.12↑ 
- 
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment. 
Facet: facet of the concept as defined in section 3.1.1.1; Key: item keying (R: agreement indicates more of the 
concept, I: agreement indicates less of the concept); λ (SE): unstandardized estimate of factor loading with 
corresponding standard error in parentheses (entry 1(-): fixed parameter); Std. λ: standardized estimate of factor 
loading; ∆ (Std. λ): difference between standardized factor loadings in Study 1 and Study 2 (↑: higher in Study 2; ↓: 
higher in Study 1); 
* item was added in Study 2 (all estimates derived from SEM analysis of Model 3b with the sample of Study 2); 
** for the full items in Dutch language see Appendix A. 
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3.3.3 Discussion Study 2 
The general conclusion from Study 2 is that, for the most part, the results of Study 1 
were replicated. First, the Mokken Scale Analysis (MSA) and the CFA’s on the separate 
scales confirm the conclusion from Study 1 that five of the seven scales represent essential-
ly unitary dimensions. The remaining two scales CT and MET represent two and three 
dimensions, respectively, which are sufficiently associated to justify the use of the sum 
score of the total scales in practical applications. Second, for all scales, the pattern and the 
sizes of the factor loadings were found to be invariant across both samples. This finding is 
evidence for a stable meaning of the scales because it implies that the items are associated 
with the concepts measured by the scales to the same degree in both samples. Third, the 
structural relationships among the scales, whether on the basis of observed scores or on 
estimated true-scores, were essentially the same in both samples, providing further evidence 
for the stability of the meaning of the scales. The unexpected negative correlations of the 
perceived Costs of the Treatment (CT) with Distress (DS) and with perceived Legal 
Pressure (LP), and the lack of correlation of Motivation to Engage in the Treatment (MET) 
with LP and DS were also found to be stable phenomena. 
The extent of invariance across both samples is remarkable because of the notable 
differences between the samples in terms of type of offence and legal status (see Table 3.1), 
and because of the differences in distributions of the scores, which resulted from modifica-
tions in the response format of the questionnaire. Finally, all seven main scales and two of 
the five subscales were found to be sufficiently reliable to use the sum scores for drawing 
inferences about individual patients, according to common standards (Evers et al., 2000). 
The remaining three subscales are sufficiently reliable to be used at the level of groups of 
patients.  
A particularly favorable result of Study 2 was the substantially reduced percentage of 
respondents who mainly used the endpoints of the response scale. Obviously, the changes 
with respect to layout and formulation of verbal anchors for the response scale had the 
intended effect. With respect to the construction of questionnaires, this finding suggests that 
a format in which the response options are presented in vertical order together with the 
verbal anchors might sometimes be preferable, especially when the questionnaire is 
developed for respondents with limited cognitive capacities. 
Only four of the nine new experimental items were selected for the final scales. Strictly 
speaking, this has introduced an exploratory element into Study 2, but given the small 
number of items added and the stability of the results for the 66 original items, a substantial 
capitalization on chance seems unlikely.  
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3.4 GENERAL DISCUSSION 
The purpose of the studies reported in this chapter was the construction and 
psychometrical evaluation of the Treatment Motivation Scales (TMS-F), a self-report 
instrument for the assessment of the patient’s motivation to engage in treatment and six 
underlying cognitive and emotional factors for the field of forensic psychiatric outpatient 
treatment. The results of two studies with in total 754 patients from ten treatment sites in 
the Netherlands justify the general conclusion that the TMS-F scales have favorable 
psychometric properties. The mostly successful cross-validation with an independent 
sample provides evidence for the stability and generalizability of the results.  
Although validation of the TMS-F was not the primary purpose of the present studies, 
several results provide evidence for the validity of the scales. First, content validity is 
supported by the fact that, although less than half of the initial original items were selected 
for the final scales, with one exception, the final scales represent virtually the whole content 
domains that were specified in advance. Only the PR scale was substantially narrowed by 
removing the items representing acceptance of responsibility for offending. Second, the 
result that five of the seven scales represent single dimensions is also important because, as 
McDonald states, “confirmation that a test is psychometrically homogeneous, together with 
a convincing conceptual analysis, jointly constitute evidence of validity” (1999, p. 207). To 
a lesser extent, this evidence for validity also applies for the two scales with a general factor 
structure and a second-order structure, respectively. Third, most hypothesized relationships 
between scales were supported by the data. As Judd, Smith, and Kidder note, “if the 
theoretically derived predictions turn out to be fulfilled in the data, that constitutes support 
for all of the components that went into the predictions: the theory as well as the validity of 
all the measures involved” (1991, p. 57).  
However, if hypothesized associations between scales are not supported by the data, this 
may be due to invalid measures, wrong theoretical hypotheses, or both. Therefore, the 
present data only allow for preliminary explanations for the unexpected correlations of CT 
with DS and LP, and for the lack of correlation of MET with DS and LP. The negative 
correlation of DS with CT might reflect that a treatment, which is perceived as a heavy 
burden, can itself become a source of distress in the patient’s life. For example, it is not 
surprising that patients who agree with the CT item The treatment made my life more 
burdensome are more likely to agree also with the DS item I have a shit-life. This 
explanation is supported by the fact that raters often misclassified CT items as belonging to 
the DS scale while the reverse never occurred (see section 3.1.2.1). If the DS scale not only 
assesses distress resulting from psychological, behavioral, or social-economic factors but 
also distress caused by the treatment, this could also explain the lack of correlation between 
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DS and MET. After all, distress resulting from the treatment is unlikely to enhance the 
motivation to make efforts for the treatment but, on the contrary, might even be a reason for 
lack of commitment and dropout. However, if the DS scale would mainly assess distress 
due to the treatment, the high correlation with the PR scale could not easily be explained. 
An alternative explanation for the almost absent correlation between DS and MET is that a 
high level of distress does not necessarily motivate patients to make efforts for change, but 
can also cause demoralization and hopelessness, which in turn might lead to a low motiva-
tion to make efforts for their treatment. In that case, the DS scale might be valid but the 
theory would be wrong. Although the present data do not justify a final conclusion, the 
most plausible explanation at this point may be twofold. First, part of the variance of DS is 
be due to distress resulting from the treatment, and second, a higher level of distress does in 
some cases not enhance but reduce the motivation to engage in the treatment. 
The unexpected negative correlation between LP and CT implies that there is a slight 
tendency for patients with more legal pressure to perceive the treatment as more 
burdensome. Although this correlation had not been predicted, it makes sense that patients 
who chose to enter a treatment voluntarily are less likely to complain about the strain of the 
treatment and the sacrifices they have to make for it. 
Another puzzling result is the virtually absent correlation between LP and MET. It is 
possible that legal sanctions merely enforce treatment participation but not treatment 
engagement beyond the minimal level the patient believes he can get away with. In that 
case, legal pressure would only withhold patients from severe misbehavior that might lead 
to expulsion from the treatment, such as aggression against the staff or other patients, or 
excessive absenteeism. However, it would not motivate them for treatment engagement 
beyond this minimum level. This interpretation is supported by the fact that only 46 percent 
of the court mandated patients in both samples agreed with the item It might have legal 
consequences if therapists think that I make too little effort for the treatment.  
The reliability of the various scales and the relatively short administration time of about 
15 minutes could make the TMS-F a useful instrument for clinical purposes and research. 
In clinical practice, the instrument can be used to assess the level and structure of treatment 
motivation of individual patients. This is especially important if treatment motivation is a 
criterion for the choice between alternative treatment approaches. Furthermore, for 
determining an appropriate motivational strategy, it could be essential to know whether a 
manifest lack of treatment motivation is mainly due to pessimism about the effect of the 
treatment, to dissatisfaction with the particular treatment, or to lack of problem recognition.  
With respect to research, the TMS-F might be applied for the evaluation of motivational 
interventions, prediction of treatment outcomes, or research into the internal and external 
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factors, which might account for the typical waxing and waning of treatment motivation 
during the course of treatment. A particularly important issue in forensic psychiatry is the 
assessment of the risk of violent recidivism. Many instruments developed for this purpose 
(e.g. Andrews & Bonta, 1995; Boer, Hart, Kropp, & Webster, 1995; Webster, Douglas, 
Eaves, & Hart, 1997) require a rater to make judgments concerning the patient’s treatment 
motivation, attitudes towards the treatment, or problem recognition. Unfortunately, these 
judgments have typically to be made on very global and conceptually ambiguous scales. 
Therefore, the scores of the conceptually and psychometrically superior TMS-F may also 
make a valuable contribution to risk assessment in the field of forensic outpatient treatment.  
To conclude, the validation of an instrument is an ongoing process. Future research into 
the TMS-F should address at least three validity issues. First, the relevance of the patient’s 
motivation to engage in his treatment is mainly based on the assumed relationship of this 
motivation with actual in-treatment behavior (Drieschner et al., 2004). Thus, the predictive 
validity of the TMS-F, and especially of the MET scale, with respect to treatment 
engagement needs to be investigated (see Chapter 4). Second, given the content of the 
TMS-F and the population for which it was developed, a likely threat to the validity of the 
TMS-F is the tendency of respondents to give socially desirable responses. Therefore, the 
influence of the social desirability response set on TMS-F scores needs to be determined 
(see Chapter 5). Finally, because the present studies provided ambiguous evidence 
concerning the construct validity of the DS and LP scale, this issue will have to be 
addressed again using new data (see Chapter 4). 
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4.1 INTRODUCTION  
In the past two decades, the importance of treatment motivation of patients for the 
process and outcome of the treatment has increasingly been acknowledged (for reviews see 
Drieschner et al., 2004; Keijsers et al., 2000; Meichenbaum & Turk, 1987; Miller, 1985; 
Orlinsky et al., 1994; Walitzer et al., 1999). With some delay, the interest in the subject has 
also reached the field of offender treatment as is indicated by a growing number of publica-
tions (e.g. Dahle, 1995; Garland & Dougher, 1991; Hemphill & Hart, 2002; Jenkins Hall, 
1994; McMurran et al., 1998; Seto & Barbaree, 1999; Terry & Mitchell, 2001; Tierney & 
McCabe, 2002; Vanhoeck, 2001; Williamson et al., 2003). It has been recognized that in 
forensic psychiatry the patient’s motivation for his treatment is of particular concern, 
because patients typically enter the treatment forced by of some kind of sanction threat, and 
thus intrinsic motivating factors such as problem recognition, distress, and a positive 
outcome expectancy cannot be taken for granted, (Hemphill & Hart, 2002). Yet, the 
development of instruments for the assessment of the concept in the forensic psychiatry is 
still in its infancy.  
In the previous chapter, it was reported on the construction and psychometric evaluation 
of the Treatment Motivation Scales for the Forensic psychiatry (TMS-F), a self-report 
instrument for the assessment of the treatment motivation of patients in forensic psychiatric 
outpatient treatment. In the remainder of this section, the content domain of the TMS-F is 
described, and the results from the previous chapter concerning the psychometric properties 
of the questionnaire are summarized. 
 
4.1.1 Content of the TMS-F 
The TMS-F consists of eight scales, one scale for the patient’s Motivation to Engage in 
the Treatment (MET), and six scales for variables that are summarized as Internal Deter-
minants (IDs) of the MET: Problem Recognition (PR), Distress (DS), perceived Legal 
Pressure (LP), perceived Costs of the Treatment (CT), perceived Suitability of the Treat 
(ST), and Outcome Expectancy (OE). An additional scale was designed to assess the 
tendency to respond in a social desirably biased way (see Chapter 5). 
Most of these scales were conceptualized as encompassing two or more facets. Items 
representing these facets were developed in collaboration with clinical experts with 
different professional backgrounds. The MET scale represents four facets, the patient’s 
readiness for (a) consistently attending to treatment sessions, (b) making sacrifices for the 
treatment, (c) being open and honest, and (d) making treatment efforts in between sessions. 
The PR scale assesses the patient’s recognition (a) that he has a psychological or behavioral 
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problem that requires change in order to prevent recidivism, and (b) that he needs professio-
nal help to achieve this change. The DS scale assesses distress resulting from symptoms, 
demoralization, sense of inferiority, social problems, worry about the future, and general 
dissatisfaction with life. The LP scale addresses (a) the belief that lack of treatment engage-
ment might lead to expulsion from treatment, (b) that in case of premature termination a 
legal sanction will be enforced, and (c) the perception of this possible legal sanction as 
threatening. The CT scale represents the perception of two kinds of perceived treatment 
costs, (a) psychological costs such as the aversiveness of the treatment and the narcissistic 
injury of being in need of psychological help, and (b) sacrifices in terms of time, finances 
and social life. The facets underlying the ST scale are (a) the patient’s perception of the 
suitability of the method and rationale of the treatment, (b) his satisfaction with the goals of 
the treatment, and (c) his satisfaction with the therapists. Finally, the OE scale addresses the 
patient’s expectancy that (a) he will be able to meet the demands of the treatment, (b) the 
treatment will result in behavioral change, and (c) it will lead to a better life.  
 
4.1.2 Earlier Results Concerning the Psychometric Properties of the TMS-F 
In the construction study of the TMS-F and a subsequent cross-validation study with a 
total of 754 forensic outpatients from 11 treatment sites (see Chapter 3), five of the seven 
TMS-F scales were found to be essentially unidimensional. The CT and MET scales 
contain two and three correlated dimensions, respectively. However, in both cases the 
dimensions were sufficiently correlated to justify the use of the sum scores of the total 
scales. The seven TMS-F scales were found to be sufficiently reliable for most applications. 
The values for Raykov’s composite reliability coefficient ω (Raykov, 2002) were in the 
range between .84 for the CT scale and .92 for the MET scale.  
There is also evidence for the validity of the TMS-F. First of all, the scales are based on 
a priori defined concepts with an explicit theoretical basis (see Chapter 2). With one 
exception, the items of the scales represent virtually all facets of these concepts, supporting 
the content validity of the scales. In the case of the PR scale, the items representing the 
acceptance of responsibility for one’s offences did not pass the item-selection because they 
did clearly not fit into the dimension assessed by the other PR items (see Chapter 3). 
Secondly, five of the seven scales were found to be unidimensional, the other two scales to 
have a general factor structure. As McDonald (1999) notes, “confirmation that a test is 
psychometrically homogeneous, together with a convincing conceptual analysis, jointly 
constitute evidence of validity” (p. 207). Thirdly, the fact that the two confirmative factor 
analyses on the data of independent samples confirmed the distinctiveness of the seven 
scales of the TMS-F provides evidence for the discriminant validity of the scales. Finally, 
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most hypothesized associations between TMS-F scales are confirmed by the data, providing 
further evidence for the construct validity of the scales (see Chapter 3). Not in accordance 
with the expectations were the negative correlations of the scores of the DS and LP scales 
with those of the CT (no associations had been expected) and MET scale (positive 
correlations had been expected). These results suggest that more distress and more 
perceived legal pressure go together with higher perceived costs of the treatment and with 
less motivation to engage in the treatment. However, it is also possible that the scales, 
which are involved in the unexpected correlations do not exactly measure what they are 
supposed to. For example, if the DS scale was not only sensitive to distress resulting from 
the problems for which the patient is in treatment but also to distress resulting from the 
treatment itself, this would explain why patients for whom the treatment is more burdening 
also have higher scores on the DS scale (see Section 3.4). Figure 4.1 depicts the originally 
hypothesized and the empirically found relationships among the scales of the TMS-F.  
 
Figure 4.1: Associations among the scales of the TMS-F 
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment.  
—— : expected association or effect that was supported. 
− − − : unexpected association that was found. 
-⋅-⋅-⋅- : expected effect that was not supported. 
* negative effect found where positive effect was expected. 
 
 
4.1.3 Required Evidence for the Validity of the TMS-F 
The validation of a measurement instrument is an ongoing process. Which type of 
evidence is required depends on the applications of the instrument and the conclusions one 
wants to draw from the test scores. As Cronbach puts it, “validation is inquiry into the 
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soundness of the interpretations proposed for the scores from a test” (1990, p. 145). Scores 
on the six scales for the internal determinants of the motivation to engage in the treatment 
should be helpful for developing motivational strategies, which address the specific 
motivational problems of individual patients. For this purpose the test user has to be 
confident that the scales measure what they are supposed to. Therefore, evaluation of 
construct validity is pivotal for the six ID-scales, PR, DS, LP, CT, ST, and OE. In contrast, 
the relevance of the motivation to engage in treatment is mainly based on the relationship of 
this motivation with treatment engagement. Consequently, predictive validity is crucial for 
the MET scale.  
The purpose of this chapter is to contribute to the validation of the TMS-F. Study 1 
addresses the construct validity of all scales, and Study 2 the predictive validity of the MET 
scale. 
 
4.2 STUDY 1: CONSTRUCT VALIDITY 
4.2.1 Introduction 
An essential part of the construct validation of a measure is the investigation of its 
convergent and discriminant validity. The most rigorous method for this purpose is the 
multitrait-multimethod (MTMM) methodology introduced by Campbell and Fiske (1959), 
which allows to address both aspects of construct validity simultaneously. According to the 
original guidelines by Campbell and Fiske, convergent validity is inferred from correlations 
between different measures for the same trait, the monotrait-heteromethod correlations. 
Discriminant validity requires that the monotrait-heteromethod correlations exceed the 
heterotrait-monomethod and the heterotrait-heteromethod correlations. Furthermore, 
construct validity is supported if the patterns of monotrait-heteromethod correlations are 
similar for different methods. A limitation of the original Campbell and Fiske approach to 
MTMM data is that it does not take the reliability of the measures into account. This makes 
the comparison of the correlations in the MTMM-matrix problematic because these 
correlations do not only depend on the associations between the concepts but also on the 
reliability of the measurement. This problem does not apply for the confirmative factor 
analysis (CFA) approach to the analysis of MTMM data because CFA provides estimates of 
correlations among true-score variables. 
Validation of a new instrument with a MTMM design faces two major obstacles. First, 
alternative measures with adequate psychometric properties for the traits of interest are 
typically not available. After all, this is the reason why a new instrument has been 
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developed. In the present study, therapist ratings of the concepts underlying the TMS-F 
scales were used as the second method. Second, there is no consensus on how to analyze 
MTMM data (Kenny & Kashy, 1992), and the available methods do often not yield 
interpretable solutions (e.g. Marsh & Grayson, 1995). In the present study, a recently 
proposed CFA model for analyzing MTMM data (Eid, 2000; Eid, Lischetzke, Nussbeck, & 
Trierweiler, 2003) is applied that seems to provide a remedy for some technical and 
interpretational problems of earlier methods. More specifically, the model separates the 
variance of a measure into a trait component, a component due to method effects, and an 
error component. This is not possible when a correlated trait–correlated uniqueness model 
is applied. Furthermore, estimating the model rarely leads to improper solutions, which is a 
major problem of the conventional correlated trait-correlated method model.  
4.2.2 Method 
4.2.2.1 Participants 
The participants in this study were 620 forensic psychiatric outpatients from ten 
treatment sites in the Netherlands10. For inclusion, patients were required to have attended 
to at least three therapy sessions and to have at least one treatment session scheduled within 
three weeks. Furthermore, patients had to be able to read and understand simple Dutch 
sentences. Excluded were patients in the final stage of their  treatment (termination planned 
within eight weeks). Characteristics of the sample, which is a subset of the sample (N = 
754) described in Chapter 3, are summarized in Table 4.1.  
 
4.2.2.2 Measures 
The Treatment Motivation Scales for Forensic outpatient treatment (TMS-F) (see 
Chapter 3) consists of 85 items, which constitute eight scales labeled Motivation to Engage 
in the Treatment (MET, 16 items), Problem Recognition (PR, 9), Distress (DS, 9), 
perceived Legal Pressure (LP, 9), perceived Costs of the Treatment (CT, 9), perceived 
Suitability of the Treatment (ST, 9), Outcome Expectancy (OE, 9), and Social Desirability 
response set (SD, 15). A description of the concepts underlying the scales is provided in 
Section 4.1.1 (see also Appendix D). For half of the sample no data were available for one 
PR item and three MET items, which were included in the second version of the TMS-F in 
order to enhance the reliabilities of the respective scales (see Chapter 3). Therefore, this 
                                                          
10
 Polikliniek de Tender, Deventer (186 patients); Ambulante Forensische Psychiatrie Noord-Nederland, sites in 
Assen (101), Groningen (42), and Leeuwarden (4); Forensisch Psychiatrische Polikliniek of De Meren, 
Amsterdam (14); Kairos, Nijmegen (101); De Waag, sites in Utrecht (66), Amsterdam (42), and Den Haag (29). 
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Table 4.1: Sample characteristics in Study 1 and Study 2 
  Study 1 
(N = 620) 
Study 2 
(N = 328) 
Age Average number of years (S.D.)  37.5 (12.0)  36.1 (11.1) 
Gender Male  90.3   89.9 
Ethnicity Both parents Dutch nationality 
At least one parent Asian (incl. Turkey), African, 
or South American  
Other 
 91.3 
 
 7.6 
 1.1 
 89.6 
  
 9.1 
 1.3 
Type of 
offence 
Sexual offence 
 Age of victim < 16 years 
 Age of victim ≥ 16 years 
Violent offence                            
(no sexual or material motive) 
Miscellaneous 
 (incl. burglary, theft, stalking, arson) 
No known offence 
 39.6 
 31.9 
  7.7 
 32.3 
       
 12.9 
 
 15.2 
 30.8 
 22.6 
  8.2 
 37.8 
 
 14.9 
            
 16.5 
Legal pressure Court mandated 
Voluntary  
Not yet sentenced 
 54.1 
 42.2 
  3.7 
 52.8 
 44.2 
 3.0 
Time in 
treatment 
3 months or less 
4 – 9 months 
10 – 18 months 
more than 18 months 
 39.7 
 29.0 
 19.0 
 12.3 
 37.5 
 29.0 
 20.4 
 13.1 
Psycho-
pathology 
 Axis I 
No disorder 
Psychotic 
Addicted 
Other axis I disorder 
No information available 
Axis II 
Substantial characteristics of  
Personality disorder (PD) 
   Cluster B  
   Cluster A or C 
No substantial PD characteristics 
No information available 
 
 41.3 
 5.8 
 16.1 
 43.7 
 1.0 
 
    
 76.8 
 45.6 
 33.2 
 22.3 
 1.0 
 
 38.2 
 8.1 
 21.9 
 9.8 
 1.8 
 
    
 79.6 
 46.0 
 35.6 
 18.9 
   1.5 
 
 Note. With the exception of the category ‘age’ all entries indicate percentages.  
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study uses only 8 PR and 13 MET items. In the subsample of 335 cases for which data on 
all items were available, the correlations between the 8-item and 9-item PR scales and 
between the 13-item and 16-item MET scales were both .99. Information about 
psychometric properties of the TMS-F scales can be found in Section 4.1.2 or Chapter 3. 
A second assessment of MET, PR, DS, LP, CT, ST, and OE was provided by therapist 
ratings on the basis of short descriptions of the facets of the concepts (see Appendix C). For 
example, the descriptions of the three facets of OE were The patient is confident that he will 
complete his treatment, The patient believes that he will change due to the treatment, and 
The patient believes that the treatment will result in a better life. The ratings were accomp-
lished on 5-point scales with only the endpoints labeled Not and Strongly. After recoding 
the scoring of the CT scale in reverse order, for all scales, a higher score indicated a higher 
level of the concept (a higher level of distress, more problem recognition, et cetera). The 
first two LP ratings had an additional response option Voluntary treatment without legal 
pressure, which in both cases was coded as the score for the lowest level of LP. Because 
this option was chosen in 45 percent of the cases, resulting in a correlation of .90, the two 
ratings were combined and the mean score was used in the analyses. For MET, five instead 
of four ratings were requested because initially five facets of MET had been distinguished. 
Completing the therapist rating form took approximately 3 to 5 minutes.  
Together with the ratings of the concepts measured by the TMS-F, the therapist provided 
information about the patients’ age, gender, ethnicity, type of offence, legal status, time in 
treatment, and psychopathology. 
 
4.2.2.3 Procedure 
Prior to participation, patients received written information about the study and signed 
for informed consent. The TMS-F was administered during or immediately after treatment 
sessions. At the same time or within a few days, the therapist completed the therapist 
ratings. At six of the nine treatment sites (N = 488), patients were offered five Euros for 
participation.  
 
4.2.2.4 Data Analysis 
4.2.2.4.1 Parceling 
In order to reduce the complexity of the MTMM model and to obtain approximately 
equal numbers of indicators for both methods, the items of the TMS-F were aggregated into 
item-parcels. That is, instead of the score of single items, the mean score of the items that 
are aggregated into a parcel was used in the analysis. Reviewing the controversy about item 
parceling, Little, Cunningham, Shahar, and Widaman (2002) concluded that parceling is 
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warranted if the variables are unidimensional and if one is not primarily interested in the 
relations among items. As to the first requirement, the scales of the TMS-F had been found 
to be essentially unidimensional or, in case of the CT and MET scales, to consist of 
unidimensional subscales (two and three, respectively), which can be subsumed under 
general factors. In the case of the CT and MET scales, only items from the same subscale 
were aggregated into a parcel. The second requirement is met because the primary interest 
in this study is in the relationships between the latent variables measured by the TMS-F 
scales. Extensive analyses at the level of items were reported in Chapter 3. The aggregation 
of the items of the five unidimensional scales (PR, DS, LP, ST, and OE) into parcels was 
accomplished by a procedure described by Little et al. (2002, p. 166). In the case of the 
MET scale, each of the two 3-item subscales formed one parcel, and the 7-item subscale 
was aggregated into two parcels according to the procedure for the unidimensional scales. 
In the case of the CT scale, which consists of two subscales with five and four items 
respectively, one item of the 4-item subscale with a relatively high loading on the factors of 
both subscales was added to the 5-item subscale. The resulting 3-item subscale was 
aggregated into one parcel, and the 6-item subscale was divided into two parcels following 
the procedure for the unidimensional scales.  
 
4.2.2.4.2 Multitrait-multimethod analysis 
A Correlated Trait – Correlated Method Minus One [CT-C(M−1)] model with multiple 
indicators for each trait-method unit (Eid et al., 2003) was fitted to the data. While in the 
conventional Correlated Trait–Correlated Method (CTCM) model each indicator is 
decomposed in a trait component, a method component, and an error component, the CT-
C(M−1) model contains one method factor less than the number of methods in the model. 
One of the methods, in the present study the TMS-F, was chosen as comparison standard 
which defines the meaning of the trait factors. This was accomplished by fixing the loading 
of one item-parcel of the TMS-F on each trait factor to the value of one (see Figure 4.2). 
Consequently, the trait factors constitute the true-score variables of these TMS-F parcels. 
The method factors represent the deviations of the true scores of the therapist ratings from 
the values that would be expected because of the trait factors. Because the method factors 
were defined as residual factors, they were uncorrelated with the trait factors of the same 
trait. This allows for the decomposition of the variance of each observed variable into a 
trait-specific, a method-specific, and an error component. The trait-specific variance 
component is that part of the variance of an indicator, which is explained by the trait-factor, 
and is reflected by the consistency coefficient. The method specific component is that part 
of the reliable variance of the therapist-ratings, which is not explained by the trait-factor, 
and is reflected by the method-specificity coefficient. The sum of the consistency and the 
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method-specificity coefficients equals the reliability coefficient. Finally, the error compo-
nent is that part of the observed variance of an indicator, which neither is accounted for by 
the trait nor by the method factor. Estimates of the trait- and the method-components of the 
true-score variables are obtained by dividing the consistency and method specificity 
coefficients of the observed variables by the corresponding reliability coefficients. Because 
only the reliable variance is decomposed, the consistency and method specificity 
coefficients of the true-score variables add up to the value of one. The square root of the 
true-score consistency coefficient represents the latent correlation between the scores 
obtained by the different methods, which is typically reported as validity coefficient.  
The purpose of using several indicators for each trait-method combination was to 
separate measurement error from trait-specific method effects. Once this was accomplished, 
aggregation formulas (see Eid et al., 2003) were applied to obtain estimates of the 
reliability, consistency, and method-specificity for the whole scales, because the primary 
interest in the present study are the psychometric properties of the sum scores of the scales.  
In addition to estimates of the reliability, consistency, and method-specificity 
coefficients per trait, a CT-C(M−1) analysis yields meaningful correlations between trait 
and method factors. The correlations among the method factors for the therapist ratings of 
the various traits (see Figure 4.2) reflect the homogeneity of method effects across traits. 
Low values of these correlations indicate that method factors have a different impact, the 
value one that they have the same impact on the therapist ratings for the various traits. 
Secondly, because the trait factors represent the true-score variables of the TMS-F parcels, 
the correlations among the trait factors indicate the discriminant validity at the level of the 
TMS-F. Finally, of particular interest are the correlations among the trait and method 
factors belonging to different traits11, which can be regarded as “pure discriminant-validity 
coefficients not biased by common method influences” (Eid et al., 2003, p. 48). For 
example, a substantial positive correlation between the method-factor of the therapist rating 
of OE and the trait-factor of ST (see Figure 4.2) would reflect a higher correlation between 
OE as rated by the therapists and ST as indicated by the patient, than would be expected on 
the basis of the correlation between the trait-factors of OE and ST and the convergence 
between TMS-F and therapist ratings. Putting it differently, compared with the association 
between OE and ST as indicated by the TMS-F, this correlation would indicate that 
therapists regard patients who express more satisfaction with the treatment on the ST scale 
as too optimistic (OE), and regard patients as too pessimistic whose TMS-F scores indicate 
more dissatisfaction with the treatment.  
                                                          
11
 These correlations are not depicted in Figure 2 to avoid that the figure becomes overloaded.  
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Figure 4.2: Multiple-indicator Correlated Trait-Correlated Method Minus One [CT-C(M-1)] 
model with TMS-F as comparison standard 
 
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment. 
a Method factor of Method 2 (therapist rating) of trait indicated in the subscript. 
b First subscript identifies the indicators of trait-method combination, second subscript represents the method (1: 
TMS-F, 2: therapist rating). 
Correlations between Trait- and Method factors belonging to different traits are not depicted because the figure 
would otherwise have been overloaded. 
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The structural equation modeling program Mplus, (Muthén & Muthén, 2004) was used 
to analyze the CT-C(M−1) model. Because the assumption of multivariate normality was 
violated by many variables, in particular by therapist ratings, robust maximum likelihood 
estimation with mean- and variance-based fit-adjustment (MLMV) was employed. Model 
fit was evaluated by the adjusted chi-square statistic, χ2MLMV (Satorra & Bentler, 1994), the 
root mean square error of approximation (RMSEA, Browne & Cudeck, 1993), the 
standardized root mean square residual (SRMR, Bentler, 1995), the Tucker-Lewis Index 
(TLI, Tucker & Lewis, 1973), and the Comparative Fit Index (CFI, Bentler, 1990). 
Somewhat arbitrary but widely interpreted as indicating acceptable fit are values < .08 for 
the RMSEA (values < .05 indicating close fit, Browne & Cudeck, 1993) and the SRMR 
(Ullman, 1996), and values > .90 for the TLI and the CFI (Bentler & Bonett, 1980). 
However, a large simulation study in which cutoff criteria for combinations of fit-indices 
were evaluated for different kinds of models and sample sizes (Hu & Bentler, 1999) 
provided evidence that, given the sample size of the present study, the chance that a model 
is wrongly accepted is very small when SRMR <.055 or when SRMR <.10 in combination 
with either RMSEA <.06, TLI >.95, or CFI >.96.  
Following a recommendation by Marsh and Grayson (1995), the analysis of the MTMM 
data started with an evaluation of the correlations among the observed scores of the various 
trait-method combinations along the guidelines by Campbell and Fiske (1959), which were 
summarized in section 4.2.1. This is particularly important when a CT-C(M−1) model is 
applied, because this model provides no heterotrait-heteromethod correlations, which are 
necessary for a thorough evaluation of the discriminant validity of the measures.  
4.2.3 Results 
4.2.3.1 Data Preparation  
The TMS-F data contained 0.7 and the therapist ratings 0.9 percent missing values. 
About half of the missing values for the TMS-F were due to skipped pages of the test 
booklet, which implies that that at least in these cases missingness was unrelated to the 
content of the items. Imputation of missing values was accomplished by a simple two-way 
imputation method that takes into account the average score of the respondent on the other 
items of same scale and the average score of all respondents on the item for which the value 
is missing (Sijtsma & Van der Ark, 2003). 
After imputation of missing values, the items of the TMS-F were aggregated into item-
parcels. Four parcels were formed for the MET scale and three for each of the other six 
 TMS-F, evaluation of validity 
  87 
scales. Most parcels consisted of three items; only the 13-item MET scale contains a 4-item 
parcel and the 8-item PR scale a 2-item parcel.  
 
Table 4.2: Heterotrait-monomethod Pearson correlations among observed sum scores for the 
TMS-F and therapist ratings  
 PR DS LP CT ST OE MET 
PR  1   .58 
 −  .27   .26   .56   .57   .48 
DS   .54  1 
 −  .23   .12   .34   .30   .36 
LP 
 − .09  −  .16  1  −  .29  −  .15  −  .20  −  .17 
CT   .09 
 −  .25  −  .13  1   .35   .34   .36 
ST   .27 
 −  .07   .08   .46  1   .69   .60 
OE −  .06  −  .42   .14   .44   .63  1   .63 
MET   .14 
 −  .19   .02   .42   .48   .59  1 
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment.  
Below diagonal: correlations among composite scores of TMS-F scales. 
Above diagonal: correlations among composite scores of therapist ratings. 
 
 
 
4.2.3.2 Observed Correlations Among Trait-Method Units 
As can be seen from Table 4.2, the general patterns of heterotrait-monomethod 
correlations for the TMS-F (below diagonal) and the therapist ratings (above diagonal) 
were similar. For both methods, the strongest associations could be found between PR and 
DS and between ST, OE, and MET. Furthermore, in both cases, CT was substantially 
correlated with GB, OE, and MET. However, there were also marked differences between 
the patterns of correlations for both methods. First, the associations of DS with CT, ST, OE, 
and MET were negative for the TMS-F but positive for the therapist ratings. Obviously, 
distress goes together with desirable attributes according to the therapists but not in the 
perception of the patients. This makes sense because from the point of view of therapists, 
distress can be a desirable source of treatment motivation, while for patients it is merely a 
source of suffering. Second, in most cases, the correlations among the therapist ratings were 
larger than the corresponding correlations among the TMS-F scales. This difference could 
have been due to the tendency of raters to provide overly consistent ratings based on a 
global positive or negative evaluation of an object, instead of assessing distinct dimensions 
separately, which is known as the halo bias (Cooper, 1981). The effect of halo bias is 
stronger when dimensions with a strong positive or negative connotation are assessed. This 
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might explain why the difference between the correlations among TMS-F scores and 
therapist ratings were most pronounced for the correlations of PR with ST, OE, and MET, 
which were substantial for the therapist ratings but comparatively weak for the TMS-F 
scales. After all, problem recognition is typically regarded as highly desirable  and 
sometimes even as a precondition for the treatment. The fact that the correlations of CT 
with ST, OE, and MET had higher values for the TMS-F than for the therapist ratings might 
have been due to the fact that the response scales for the therapist ratings of CT were keyed 
in the opposite direction to the those of the other traits. As a consequence, the response 
tendency to agree with an item regardless its content, which is known as yeah saying, may 
have reduced the correlations of the therapist rating for CT with those for the other traits.  
 
Table 4.3: Heteromethod Pearson correlations between sum scores of the TMS-F scales and 
therapist ratings 
Therapist ratings  
PR DS LP CT ST OE MET 
PR .39 .27 −.24 .11 .24 .21 .16 
DS .33 .40 −.25 .06 .10 .02 .01 
LP −.24 −.17 .61 −.24 −.11 −.14 −.15 
CT .07 −.03 −.14 .32 .23 .23 .21 
ST .16 .07 −.11 .19 .40 .39 .30 
OE −.03 −.10 .05 .08 .23 .30 .23 
 
 
 
TMS-F 
MET .14 .04 .04 .15 .29 .32 .31 
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment. 
 
The heteromethod correlations are presented in Table 4.3. All monotrait-heteromethod 
correlations (at the diagonal), that is, the convergent validities of the TMS-F scales at the 
level of observed scores, have a value of .30 or higher. The discriminant validity of the 
TMS-F was supported by the fact that in 41 of 42 comparisons, the scores of a TMS-F scale 
were higher correlated with the therapist rating of the same concept than with the therapist 
rating of another concept, that is, the monotrait-heteromethod correlations had higher 
values than the corresponding heterotrait-heteromethod correlations. Only the scores of the 
MET scale were slightly more correlated with the therapist rating for OE than with those 
for MET. The second criterion of discriminant validity, that the convergent validities of the 
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TMS-F scales must exceed their heterotrait-monomethod correlations, was only met in 26 
of the 42 cases. However, it should be realized that this criterion is very stringent when the 
heterotrait-monomethod correlations have high values, as is the case for the correlations 
among the TMS-F scales for CT, ST, OE, and MET, and between the scales for PR and DS. 
 
4.2.3.3 Multitrait-Multimethod Analysis 
The CT-C(M−1) model depicted in Figure 4.2 provided an appropriate fit to the data, 
χ2MLMV (255, N = 620) = 617.3, p < .001, CFI = .93, TLI = 92, RMSEA = .048, SRMR = 
.053. Table 4.4 gives an overview of the factor loadings and the aggregated reliability, 
consistency, and method-specificity coefficients for the scales. The latter two coefficients 
are presented for observed scores and for latent scores. In addition, the latent correlations 
between the scores of both methods are reported, which are the square roots of the 
corresponding consistency coefficient. As can be seen, for each trait-method combination, 
the sum of the estimates of the method-specificity and the consistency equal the value of 
the reliability coefficient, which has the value one for the latent scores. 
The reliabilities of the various trait-method combinations were satisfactory. Although the 
use of item-parcels reduced the number of indicators for the TMS-F, most reliabilities of 
the TMS-F scales were very similar to those computed on the basis of the separate item-
scores (see Chapter 3, section 3.3.2.3). Only the reliability of the MET scale was lower 
because the model does not take the heterogeneous structure of this scale into account. The 
reliabilities of the therapist ratings are remarkable because several traits were assessed by 
only two ratings, and because of the quick-and-dirty character of the instrument.  
With one exception, the factor loadings of the therapist ratings on the trait factors were 
clearly lower than the loadings on the method factors. The comparatively high loading (.64) 
of one item of the therapist ratings on the LP trait factor was probably due to the fact that 
this item shares an additional response category for voluntary patients with two of the nine 
LP items of the TMS-F. Because of the large number of voluntary patients in the sample 
(42 percent), this shared feature probably caused considerable covariance between the two 
methods.  
The consistency coefficients for the true-score variables indicate that the TMS-F scales 
explained between 11 (MET) and 41 (LP) percent of the reliable variance of the therapist 
ratings. The corresponding correlations, which constitute the convergent validities of the 
TMS-F scales at the level of true scores, ranged from .34 to .64. These values are in the 
typical range of correlation between self-report measures and ratings by others (Watson, 
Hubbard, & Wiese, 2000). 
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Table 4.4:  Variance components of TMS-F scales and therapist ratings computed from a 
Correlated Trait – Correlated Method Minus One (CT-C[M-1]) Model  
   Observed scores  True scores 
 λTrait λMethod Relia-
bility 
Consis-
tency 
Method-
specificity 
 Consis-
tency 
Method-
specificity 
Latent 
correlation 
PR(TMS) 
PR(TR) 
.80 −.82 
.35 −.44 
 
.72 −.80 
.85 
.85 
.85 
.18 
 
.67 
 1 
.21 
 
.79 
 
.46 
DS(TMS) 
DS(TR) 
.87 −.91 
.31 −.42 
 
.56 −.77 
.92 
.75 
.92 
.17 
 
.58 
 1 
.23 
 
.77 
 
.48 
LP(TMS) 
LP(TR) 
.83 −.87 
.35 −.64 
 
.52 −.69 
.91 
.79 
.91 
.32 
 
47 
 1 
.41 
 
.60 
 
.64 
CT(TMS) 
CT(TR) 
.61 −.79 
.30 −.35 
 
.73 −.81 
.73 
.82 
.73 
.13 
 
.70 
 1 
.15 
 
.85 
 
.39 
ST(TMS) 
ST(TR) 
.86 −.88 
.36 −.41 
 
.64 −.77 
.90 
.87 
.90 
.18 
 
.68 
 1 
.21 
 
79 
 
.46 
OE(TMS) 
OE(TR) 
.81 −.86 
.20 −.37 
 
.50 −.86 
.93 
.83 
.93 
.11 
 
72 
 1 
.13 
 
.87 
 
.36 
MET(TMS) 
MET(TR) 
.53 −.85 
.17 −.34 
 
.54 −.77 
.89 
.85 
.89 
.10 
 
.76 
 1 
.11 
 
.89 
 
.34 
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment, TMS: TMS-F, TR: therapist rating. 
λTrait : standardized estimates of factor loadings on trait-factors.  
λMethod : standardized estimates of factor loadings on method-factors. 
 
 
 The correlations among trait and method factors are reported in Table 4.5. The correla-
tions among the trait factors (see the upper-left quadrant) were in accordance with those 
reported in Section 3.3.2.4. The correlations among the method factors of different traits 
(the lower-right quadrant) differed substantially from one, indicating that the size of the 
method-effect varied between the traits. Of particular interest are the correlations of the trait 
factors with the method factors of the other traits (lower-left quadrant). Recall that these 
correlations indicate that there is a stronger association between trait A as rated by the 
therapist and trait B as measured by the TMS-F, than would be expected because of the 
correlations between the TMS-F scores of both traits and the convergence between TMS-F 
and therapist ratings. For example, the heterotrait-heteromethod correlation of .32 between 
TPR and MOE indicates that, compared with the latent correlation between PR and OE as 
measured by the TMS-F, therapists regarded patients with a high level of problem 
recognition as too optimistic and those with little problem recognition as too pessimistic 
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concerning the outcome of the treatment. The correlation of −.27 between TPR and MLP 
indicates that, compared with the association between PR and LP as measured by the TMS-
F, therapists underestimated the perceived legal pressure of patients with a high level of 
problem recognition and overestimated the perceived legal pressure of patients with little 
problem recognition. The correlation of .21 between TST and MOE indicates that, compared 
with the association between ST and OE as measured by the TMS-F, therapists overesti-
mated the satisfaction with the treatment of patients who are optimistic concerning the 
outcome of the treatment, and underestimated the treatment satisfaction of pessimistic 
patients. 
 
Table 4.5:  Pearson correlations among Trait and Method factors in the Correlated Trait –
Correlated Method Minus One (CT-C[M-1]) Model 
  Trait factors Method factors 
  TPR TDS TLP TCT TST TOE TMET MPR MDS MLP MCT MST MOE 
TPR              
TDS .61             
TLP -.11 -.18            
TCT .08 -.35 -.12           
TST .30 -.08 .08 .58          
TOE -.07 -.47 .16 .58 .71         
Tr
ai
t fa
ct
o
rs
 
TMET .11 -.27 .06 .55 .56 .72        
MPR - .08 -.26 .05 .08 .03. .09       
MDS .04 - -.19 .14 .14 .11 .10 .67      
MLP -.27 -.21 - -.10 -.24 -.04 .05 -.04 -.09     
MCT .10 .21 -.26 - .00 -.14 -.06 .28 .15 -.17    
MST .18 .15 -.19 .04 - -.06 .07 .64 .41 .00 .37   
MOE .32 .23 -.25 .06 .21 - .10 .69 .40 -.16 .36 .73  
M
et
ho
d 
fac
to
rs
 
MMET .16 .11 -.20 .08 .17 .05 - .56 .51 -.13 .38 .63 .64 
 
Note: PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment. 
Correlations with absolute t-values exceeding 2 appear in boldface. 
 
 
Interestingly, the pattern of these heterotrait-heteromethod correlations can be explained 
if the desirability for therapists of the attributes measured by the various scale is taken into 
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account. From the point of view of the therapist, a motivated patient has a high level of 
problem recognition (high PR score), experiences distress (high DS), has an intrinsic 
motivation to undergo treatment rather than primarily an extrinsic motivation based on 
legal pressure (low LP), does not perceive the treatment as too aversive or demanding (high 
CT12), is satisfied with the therapist and the treatment approach (high ST), is optimistic 
concerning the outcome of the treatment (high OE), and is willing to make considerable 
efforts for the treatment (high MET). Given these preferences, 26 of the 27 trait-method 
correlations with an absolute t-value larger than 2 (indicating that the chance that there is no 
correlation in the population is smaller than five 95 percent) can be explained by a tendency 
of the therapists to overestimate the extent to which favorable attributes go together and 
unfavorable attributes go together. (The only exception is the negative correlation of the 
trait factor of OE with the method factor of CT). This tendency to provide overly consistent 
ratings based on a global evaluation of an object is known as halo bias (Cooper, 1981). The 
inflated consistency among ratings due to halo bias might also explain the unexpected high 
reliabilities of the therapist ratings. Even more important, because halo bias causes reliable 
but invalid variance, it might partly account for the large method-specificity coefficients of 
the therapist ratings and consequently for the only moderate (from an absolute point of 
view) convergent validity coefficients of the TMS-F scales.  
4.2.4 Discussion Study 1 
The present study provides strong evidence for the construct validity of the TMS-F. The 
convergent validities of the scales are in the typical range of correlation between self-report 
and rating by others (Watson et al., 2000). This is a particularly satisfactory result if it is 
taken into account that the comparison method (the therapist ratings) is a relatively quick 
and dirty measure, and that about 40 percent of the patients were still in the first three 
months of their treatment (see Table 4.1). The latter is important because it has been shown 
that self-other agreement increases with the level of acquaintanceship (Funder & Colvin, 
1988), which certainly is lower for therapist-patient dyads in forensic psychiatry after a few 
treatment sessions than for married couples and friendship dyads, which are typically used 
in research on self-other agreement (Watson et al., 2000). 
Previous research has shown that the convergence between self-report measures and 
ratings by others is generally stronger when the targets provide the raters with more cues 
regarding their standing on the dimension to be rated (Funder & Colvin, 1997). The compa-
ratively strong therapist-patient agreement with respect to PR, DS, and ST compared to CT, 
                                                          
12
 Recall that higher scores on the CT scale represent lower perceived costs of the treatment. 
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OE, and MET might be due to the fact that the patient’s problem recognition and distress 
are often explicitly discussed during treatment sessions and that the patients typically 
provide ample cues concerning their satisfaction of dissatisfaction with the therapist and the 
treatment. This does not apply for the patient’s perception of the aversiveness of the 
treatment, his expectancy concerning its effects, and his commitment to make efforts for the 
treatment, unless there is a particular reason to address these issues.  
Interestingly, the two highest convergent validities are found for the DS and the LP 
scale. This provides evidence that the unexpected correlations of these two scales with the 
scales for CT and MET (see Section 3.4) are due to wrong theoretical assumptions and not 
to the invalidity of the scales.  
The results concerning the discriminant validity of the scales are also satisfactory. The 
scores of five scales were clearly stronger correlated with the therapist ratings of the same 
than with those of the other six concepts. Only the scores on scales for ST and MET had a 
similar correlation with the therapist ratings of the same concept and those of OE (see Table 
4.3). This result is encouraging if one takes into account that OE is strongly related with ST 
and MET when measured by the TMS-F and even more so when rated by the therapists (see 
Table 4.2). The fact that in several cases the convergent validities of TMS-F scales are 
lower than the correlations of the respective scales with other TMS-F scales is also not 
worrisome if one takes the high correlations among the TMS-F scales into account.  
Finally, this study provides evidence for the influence of halo bias on the ratings by 
therapists. Although not unexpected, this result is noteworthy because in the field of 
forensic psychiatry, there is a preference for therapist ratings because self-report by 
offenders is generally regarded as untrustworthy due to the social desirability response bias. 
The results of the present study suggest that the halo rater bias may constitute a similar 
threat to the validity of therapist ratings as the social desirability response bias does for the 
validity of self-report.  
 
4.3 STUDY 2: PREDICTIVE VALIDITY 
4.3.1 Introduction 
In general, the relevance of the concept of motivation is based on its relationship with 
future behavior. The most proximal criterion for treatment motivation is the behavior of 
treatment engagement (TE). Therefore, in this study the criterion validity of the TMS-F is 
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evaluated by its power to predict treatment engagement in the period following the 
administration of the TMS-F.  
The originally hypothesized model for the TMS-F (see Chapter 2), in which the patient’s 
TE is predicted by the scores of the MET scale, which in turn are predicted by the scores of 
six scales for internal determinants (IDs) of MET, is depicted in Figure 4.3. The results 
reported in Chapter 3, however, revealed that the MRT scores are virtually unrelated to 
those of LP. Furthermore, conditional upon the other ID scales, in particular the OE scale, 
the DS and ST scores were found to be redundant in the prediction of MET, in the latter 
case in spite of a substantial correlation with the MET scores. Therefore, the regression 
paths of MET on DS, LP, and ST were omitted in Model 1 (see Figure 4.3 without broken 
lines). The assumption that the ID factors only have indirect effects13 on TE, mediated by 
MET, might be too restrictive because the MET scale assesses only behavioral intentions 
on a conscious level. To the extent that ID factors influence TE at an unconscious level, 
MET would not have a mediating role and direct effects of the ID scales on TE are to be 
expected. Therefore, modified models with additional direct effects of ID factors on TE will 
be analyzed unless the fit of Model 1 is fully satisfactory. 
4.3.2 Method 
4.3.2.1 Participants 
The participants in this study were 328 forensic psychiatric outpatients from five 
treatment sites in the Netherlands, of which 317 did also belong to the sample of Study 1. 
Inclusion criteria were the same as in Study 1. Characteristics of the sample are 
summarized in Table 4.1.  
 
4.3.2.2 Measures 
The TMS-F and the therapist ratings of the participants’ demographic and offence 
characteristics have already been described in Study 1.  
The Treatment Engagement Rating scale (TER) is a Dutch rating measure developed for 
the assessment of the level of treatment engagement of patients in forensic psychiatric 
outpatient treatment (see Chapter 7 and Appendix B). Therapists rate 20 aspects of 
treatment engagement from the following eight behavioral categories: participation (two 
aspects), making sacrifices (3), openness (2), efforts to change problem behavior (2), goal-
focus (2), efforts for improvement of one’s social-economic situation (5), constructive use 
                                                          
13
 Note that in the context of a regression model, the term effect does not denote a causal relation. 
 TMS-F, evaluation of validity 
  95 
of treatment sessions (3), reflecting upon treatment content between sessions (1). In 
addition, a global rating of the patient’s level of treatment engagement is given. With the 
exception of participation, all ratings are provided on 5-point scales. The meaning of the 
scale points 1, 3, and 5 is explicated by short descriptions of patient behavior for which the 
score is appropriate. The mean scores of the ratings within each behavioral category 
constitute category scores. The nine category scores are aggregated into a TER total score. 
In a study with a similar sample, the interrater reliability of the TER score as indicated by a 
one-way random intra-class correlation coefficient was .76, and the composite reliability as 
indicated by Cronbach’s alpha was .93 (see Chapter 7).  
 
4.3.2.3 Procedure 
The data collection was accomplished at two points in time. First, the TMS-F was 
administered as described in Study 1. Between eight and thirteen weeks later, therapists 
rated the patients’ level of treatment engagement during the past eight weeks, using the 
TER. Therapists were not informed about the TMS-F scores of the patient. When therapists 
failed to complete the TER in time they were asked to retrospectively rate the patient’s 
treatment engagement during the eight weeks following the administration of the TMS-F. 
In most cases (60.7 %), only one TER rating per patient was provided. When several 
therapists were involved in the treatment, sometimes two (32.3 %) or more (7 %) TER 
scores were available. In those cases the mean of the ratings was used in the analyses.  
 
4.3.2.4 Data Analysis 
In the first step it was tested whether Model 1 (see Figure 4.3, straight lines) fits the data. 
Depending on the fit of Model 1 to the data, the data analysis stops at this point or modified 
models with additional direct effects of IDs on TER are analyzed.  
The initial model as well as all subsequent models is separately analyzed on the basis of 
observed and latent variables, applying path analysis and structural equation modeling 
(SEM), respectively. The advantage of SEM is that it yields estimates of the relationships 
among the concepts in the model that are not influenced by measurement errors of the 
observed variables. However, because in clinical applications of the instruments, typically 
observed scores are interpreted, the regression weights obtained by path analysis may be 
more relevant for those situations. An additional advantage of path analysis is that, because 
the model involves only relationships among sum scores but no measurement part, the fit 
indices are more sensitive to misspecifications of the relationships among the scales, which 
are the primary concern in this study. In the SEM specification with 66 observed variables, 
the measurement part of the model accounts for a mayor part of the total chi-square value. 
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As a consequence, the contribution of misspecifications in the structural part of the SEM 
model to the chi-square value is small relative to the total chi-square.  
 
Figure 4.3: Originally hypothesized and modified path models for the prediction of treatment 
engagement by the TMS-F scales 
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment; TE: Treatment Engagement. 
------ : originally hypothesized but not empirically supported (see Chapter 3), omitted in Model 1. 
 
Figure 4.3 depicts the structural part but not the measurement part of the initial SEM 
model. Each of the six ID factors is represented by nine items. As described in section 
4.1.2, the scales for CT and MET consist of two and three subscales respectively. The two 
CT subscales consist of five and four items, respectively; the three MET factors consist of 
eight, four, and four items. The LP scale and the DS scale each contain two items with 
correlated measurement errors (see Chapter 3). TER is represented by nine items.  
All analyses were conducted using the Mplus program (Muthén & Muthén, 2004). As in 
Study 1, robust maximum likelihood estimation with mean and variance adjustment for 
model fit (MLMV) was applied, and model fit was evaluated by the robust chi-square 
statistic (χ2MLMV), the RMSEA, the SRMR, the TLI, and the CFI (see Study 1).  
4.3.3 Results 
4.3.3.1 Bivariate Correlations  
In Table 4.6, the Pearson correlations among the observed sum scores of the scales are 
presented. Of primary interest is the correlation of .48 between MET and TER, which is 
typically interpreted as a validity coefficient. The correlations of TER with ST (r = .47) and 
PR
DS
LP
ST
CT
OE
TEMET
TMS-F
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OE (r = .39) have similar values as that between TER and MET. TER is also moderately 
correlated with CT and PR, while the correlations with DS and LP are negligible.  
 
Table 4.6: Observed correlation among the sum scores of the TMS-F scales and the TER  
 PR DS LP CT ST OE MET 
PR        
DS  .60       
LP - .13 - .16      
CT  .08 - .19 - .13     
ST  .32 - .04  .06  .44    
OE - .05 - .45  .12  .43  .65   
MET  .19 - .16  .06  .36  .50  .62  
TER  .24 - .06 - .08  .28  .47  .39  .48 
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment, TER: Treatment Engagement Rating scale. 
 
 
4.3.3.2 Path Analysis 
Model 1a (see Figure 4.3, straight lines) provided a borderline fit to the data, χ2MLMV (15, 
N = 328) = 51.9, p < .001, CFI = .948, TLI = .923, RMSEA = .087, SRMR = .066. The 
modification indices revealed that the misfit was mostly due to a lacking direct effect of ST 
on TER. Although the model provided an adequate fit to the data when this path was added 
(Model 2a), χ2MLMV (14, N = 328) = 24.4, p = .040, CFI = .979, TLI = .970, RMSEA = 
.048, SRMR = .048, a modification index suggested an additional direct effect of LP on 
TER. Adding this path yielded a model (Model 3a), which provided a good representation 
of the data, χ2MLMV (13, N = 328) = 18.3, p = .146, CFI = .989, TLI = .986, RMSEA = 
.035, SRMR = .047, and was considered the final model. Model 3a with the unstandardized 
estimates and standard errors of the regression weights is presented in Figure 4.4.  
Standardized estimates for the parameters and the percentages of explained variance of 
MET and TER in Model 3a are presented in Table 4.7. As can be seen from Table 4.7, 
about one-third of the variance of the TER score is accounted for by the scores of the MET, 
ST, and LP scales. The scales for PR, OE, and to a marginal degree also CT account for 
variance of the TER score indirectly, mediated by MET (all direct and indirect effects were 
significant at a 5 percent alpha level). The correlation between the MET and TER scores, 
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which constitutes the predictive validity coefficient of the MET scale, was .49, which 
corresponds with 24.0 percent of the variance of the TER explained by MET. 
 
Table 4.7:  Standardized parameter estimates in Models 3a and the structural part of Model 4b 
 Standardized regression weights Correlations* 
 Model 3a  Model 4b Model 3a below, Model 4b above diagonal 
 MET TER Ind.  MET TER Ind. PR DS LP CT ST OE MET TER 
PR .21 - .07  .24 - .09 - .67   .40  .24 .20 
DS - - -  - - - .60 -  -.28  -.47 -.18 -.07 
LP - -.12 -  - -.14 -   - -.23   .00 -.14 
CT .09 - .03  - - -  -.24 -.19 - .49 .51 .38 .31 
ST - .31 -  - .29 - .35   .41 - .69 .60 .51 
OE .58 - .20  .73 - .27  -.41  .45 .65 - .73 .47 
MET - .33 -  - .37 - .21 -.14 -.02 .35 .49 .62 - .55 
TER - - -  - - - .18 -.05 -.12 .27 .47 .41 .49 - 
R2 .43 .32   .60 .37          
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment, TER: Treatment Engagement Rating scale.  
R2 : percentage of explained variance; Indirect: indirect effects of IDs on TER. 
*
 Empty cells indicate that the parameter was constrained to the value 0. 
 
 
Figure 4.4:  Diagram of Model 3a and the structural part of Model 4b with unstandardized 
parameter estimates and the corresponding standard errors  
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment, TER: Treatment Engagement Rating scale. 
Upper values: unstandardized estimate and standard error in Model 3a (path model). 
Lower values: unstandardized estimate and standard error in SEM Model 4b (SEM model). 
* Parameter estimated in model 3a only. 
PR
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+
+
+
+
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0.32 /.05
0.26 /.04
0.32 /.05
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–
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4.3.3.3 Structural Equation Modeling (SEM) 
The various indices provided ambiguous information concerning the fit of Model 1b (see 
Figure 4.3, straight lines), χ2MLMV (224, N = 328) = 400.8, p < .001, CFI = .810, TLI = 
.808, RMSEA =. 049, SRMR = .086. The values of the CFI and TLI were very low, but the 
combination of the values on the RMSEA below .06 and on the SRMR below .10 indicated 
acceptable fit according to the combinatory cut-off criteria by Hu and Bentler (1999). The 
low values of the CFI and TLI might in part be explained by the overrejection tendency of 
these indices when the assumption of multivariate normality is violated (West et al., 1995), 
which is further exaggerated when models are as large as in the present case (Gerbing & 
Anderson, 1993; Hutchinson & Olnos, 1998; Kenny & McCoach, 2003). The standardized 
regression weight of MET for the prediction of TER was .59, which corresponds with 34.3 
percent of the variance of TER explained by MET.  
As in the path analysis, modification indices requested direct effects of ST and LP on 
TER. When these paths were added (Model 3b), the fit improved significantly, ∆χ2
 MLMV (2) 
= 23.3, p < .001.  
Unlike in the results of the path analysis model (Model 3a), neither the effect of CT on 
MET nor the indirect effect of CT on TER reached significance. Removing the path of 
MET on CT (Model 4b) did not result in a significant increase of the chi-square value, ∆χ2
 
MLMV (1) = 0.45, p < .50. Model 4b provided an acceptable fit to the data, χ2MLMV (223, N = 
328) = 397.6, p < .001, CFI = .812, TLI = .810, RMSEA = .049, SRMR = .085. The 
structural part of Model 4b is shown in Figure 4.4 together with the unstandardized 
regression weights with their standard errors (lower values). In Table 4.7, the standardized 
estimates for the parameters in the structural part of Model 4b and the percentages of 
explained variance of MET and TER are reported. As can be seen, the overall pattern of 
associations among the scales is similar to Model 3a. Because the associations among the 
scales are not troubled by error variance, the absolute values in Model 4b are higher than in 
Model 3a. Consequently, with 37 and 60 percent, respectively, more variance of TER and 
MET is explained in the SEM model than in the path analysis model. The latent correlation 
between MET and TER, which constitutes the predictive validity coefficient of the MET 
scale at the level of true scores, is estimated as .55. This value corresponds with 29.9 
percent the variance of TER accounted for by MET. 
4.3.4 Discussion Study 2 
The purpose of this study was to evaluate the criterion validity of the TMS-F by its 
power to predict the behavior of treatment engagement. The main conclusion is that the 
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scores on the TMS-F scales, and in particular those on the MET scale, predict treatment 
engagement to a substantial degree. Correlations between a self-report measure and a rating 
of subsequent behavior of .49 for observed variables and .55 for the latent variables, and 32 
and 37 percent of the variance of the rated behavior explained by a self-report measure 
compare favorably with the values found other fields of research (Hagger, Chatzisarantis, & 
Biddle, 2002; Kraus, 1995) This is especially true if one takes into account that self-report 
data of forensic psychiatric patients are commonly regarded as untrustworthy (Lanyon, 
2001; Nieberding, Moore, & Dematatis, 2002; Ruiter, 2000).  
 Apart from the general conclusion regarding the prediction of treatment engagement, 
several results are remarkable. First, distress as measured by the DS scale was found to be 
virtually unrelated to the motivation to engage in the treatment as well as to the behavior of 
treatment engagement. This is noteworthy because lack of distress is often regarded as a 
major reason for the deficient treatment motivation of offenders, and creating a sense of 
distress is considered important for converting external into internal treatment motivation 
(e.g. Hemphill & Hart, 2002). It is possible that a motivating and a demoralizing influence 
of distress balance each other out. This interpretation would also account for the lack of 
correlation between the DS scale and TER as well as for the moderate negative correlation 
between the scales for DS and OE.  
A second interesting finding is that a lower level of legal pressure as measured by the LP 
scale predicts a higher level of treatment engagement, even if the association is only weak. 
This is remarkable, because in the context of offender treatment “perceptions of threat [...] 
are among the commonly identified mediators between actual sanctions and behavior” 
(Maxwell, 2000, p.544). It is possible that legal pressure deters offenders to participate in a 
treatment but does not motivate them to make efforts for the treatment, as long as lack of 
treatment efforts does not have legal consequences. Interestingly, only 46 percent of the 
court mandated patients in Studies 1 and 2 agreed with the item It might have legal 
consequences if therapists think that I make too little effort for the treatment. This 
corresponds with our observation that patients are rarely excluded from the treatment 
because of lack of treatment engagement, unless they violate basic rules such as the ban on 
violence and drug use. With respect to the negative regression weight for TER on LP, it is 
important to realize that this does not mean that legal pressure has a negative effect on 
treatment engagement. A correlational study like the present one does not justify 
conclusions in terms of cause and effect. For example, it is possible that the level of 
treatment engagement of patients with strong legal pressure would have been even lower 
without legal pressure. 
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Thirdly, it is notable that ST has a direct effect on TER, which is not mediated by MET. 
This means that the satisfaction with the treatment partly affects treatment engagement 
directly, that is, not mediated by the willingness to make efforts for the treatment. A 
possible explanation is that the satisfaction with the treatment relates to TER at a more 
emotional level than the conscious behavioral intentions, which are assessed by the MET 
scale. Recall that one of the aspects addressed by the ST scale is the satisfaction with the 
therapist and the therapeutic relationship. It is possible that emotional events and processes 
in this relationship, such as confrontational interventions, disappointment, relief, feeling 
cared of, or transference phenomena, enhance or reduce the patient’s treatment efforts 
independently of his general willingness to engage in the treatment.  
As a final remark, it must be noted that because the final Models 3a and 4b partly 
resulted from data-driven modifications of the initial model, there is a real chance that 
capitalization on chance has taken place. However, this does not apply for the most 
important result of the present study, the substantial correlation between the patient’s 
motivation to engage in the treatment as measured by the MET scale and the subsequent 
behavior of treatment engagement. 
 
4.4 GENERAL DISCUSSION 
With respect to the concept of treatment motivation, Rosenbaum and Horowitz noted 
that “to prove useful in psychotherapy research, it must define some restricted, clearly 
defined conceptual domain which provides some predictive power” (1983, p. 351). The 
conclusion from the studies reported in this chapter is that the scales of the TMS-F and their 
underlying concepts satisfy both requirements. Study 1 provided evidence that the scales of 
the instrument in fact represent the concepts they were supposed to measure. As to the 
second requirement, Study 2 has shown that the scores of the TMS-F scales predict the 
behavior they are supposed to predict on theoretical grounds (see Chapter 2). In common 
terminology, Study 1 addressed the construct validity and Study 2 the predictive validity of 
the TMS-F. Because of the close conceptual relation between the motivation to engage in 
treatment and the behavior of treatment engagement, the correlation of the MET scale with 
a measure of treatment engagement also supports the construct validity of the MET scale.  
Given the evidence for the construct validity of the TMS-F scales, as provided by the 
studies reported in this and the previous chapter, the scores obtained with the TMS-F can 
now be interpreted with reasonable confidence. It seems that in the population of Dutch 
forensic psychiatric outpatients, the motivation to make efforts for the treatment mostly 
depends on the patients’ perception of their treatment (CT and ST) and their optimism with 
 Chapter 4 
  102 
respect to the outcome of the treatment (OE). It seems to depend to a lesser degree on the 
patients’ recognition of having a psychological or behavioral problem and being in need of 
professional help (PR). Distress and the perception of legal pressure, which are commonly 
regarded as the main – internal respectively external – motives of offenders for entering a 
treatment, seem to have little impact on the treatment engagement of patients once they 
have entered the treatment. With respect to legal pressure this finding is in accordance with 
the results reported by Knight, Hiller, Broome, and Simpson (2000), who found that legal 
pressure predicts retention but not treatment engagement.  
The studies in this chapter did not rule out what is generally considered as a major threat 
to the validity of self-report measures in the forensic psychiatry, the social desirability 
response bias. Although the substantial correlations of the scores on the TMS-F scales with 
therapist ratings suggest that socially desirable responding does not seriously invalidate the 
TMS-F scores, this issue remains to be addressed (see Chapter 5). 
 
   
The Influence of Social Desirability 
Response Bias on the Validity of 
the Treatment Motivation Scales 
for Forensic Outpatient Treatment 
(TMS-F) 
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5.1  INTRODUCTION 
In the past decade, the field of offender treatment has become increasingly interested in 
the subject of the patient’s treatment motivation (e.g. Dahle, 1995; Garland & Dougher, 
1991; Hemphill & Hart, 2002; Jenkins Hall, 1994; McMurran et al., 1998; Seto & Barbaree, 
1999; Terry & Mitchell, 2001; Tierney & McCabe, 2002; Vanhoeck, 2001; Williamson et 
al., 2003). It is acknowledged that a minimum of motivation to engage in treatment is 
necessary to achieve the intended behavioral changes. However, because patients in 
forensic psychiatry typically enter treatment because of some kind of sanction threat, 
intrinsic motivating factors such as problem recognition, distress, and positive outcome 
expectancy cannot be taken for granted (Hemphill & Hart, 2002). Given the relevance of 
the subject, it is important to have valid instruments for the assessment of the patient’s 
motivation to engage in the treatment and for factors on which this motivation depends. 
An instrument for this purpose is the Treatment Motivation Scales for the Forensic 
psychiatry (TMS-F; see Chapters 3 and 4). The TMS-F is an 85-item self-report 
questionnaire with eight scales labeled Motivation to Engage in the Treatment (MET), 
Problem Recognition (PR), Distress (DS), perceived Legal Pressure (LP), perceived Costs 
of the Treatment (CT), perceived Suitability of the Treatment (ST), and Outcome 
Expectancy (OE). An additional scale is designed to assess the tendency to respond in a 
socially desirable way.  
In the Chapters 3 and 4, the TMS-F was shown to have satisfactory psychometric 
properties. The scales were found to be unidimensional or to have a hierarchical structure 
with a strong general factor. The values for Cronbach’s alpha of the scales were in the 
range from .81 to .91. The hypothesized factorial structure of the questionnaire was suppor-
ted by confirmative factor analysis and was found to be invariant across independent 
samples of respondents. Correlations between the scores of the TMS-F scales and observa-
tional measures for the same concepts in the range from .30 to .61 for observed and .34 to 
.64 for latent variables provided support for the construct validity of the scales. Finally, 
TMS-F scores predicted 32 percent of the observed variance and 37 percent of the latent 
variance of ratings of the patients’ treatment engagement in the months following the 
administration of the TMS-F.  
A threat to the validity of the TMS-F that has not yet been addressed is the social 
desirability (SD) response bias, which “reflects the tendency on behalf of the subjects to 
deny socially undesirable traits and to claim socially desirable ones, and the tendency to say 
things which place the speaker in a favorable light” (Nederhof, 1985, p. 264). Paulhus 
(1984) introduced an influential differentiation within the concept of SD, distinguishing 
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self-deception, where the respondent believes his positively biased responses to be true, 
from impression management (IM), where the respondent consciously dissembles. In the 
field of offender treatment, the primary concern is with IM, because deliberate dissimula-
tion is considered characteristic for a major part of the patient population (e.g. Edens, 
Buffington, Tomicic, & Riley, 2001; Ruiter, 2000). Although the factorial structure of the 
TMS-F and the correlations with observational measures indicate that the validity of the 
scales is not completely eroded by IM, it is to be expected that IM has some effect and that, 
consequently, controlling for IM would further enhance the validity of the TMS-F scales.  
The purpose of the studies presented in this chapter is to evaluate the influence of IM on 
the scores of the various TMS-F scales. In Study 1, it is reported on the construction and the 
psychometric properties of the Social Desirability (SD) scale of the TMS-F. In Study 2, the 
validity of the SD scale as a measure for IM is investigated. The question to what extent the 
scores of the TMS-F scales are invalidated by IM is addressed in Study 3.  
 
5.2 STUDY 1: SCALE CONSTRUCTION 
The purpose of Study 1 is to develop an essentially unidimensional SD scale with 
adequate composite reliability and validity. For practical reasons, the scale should consist 
of maximally 20 items. At the basis of the scale were the 13 items from of the Marlowe-
Crowne Social Desirability scale (Crowne & Marlowe, 1960), which constitute four nested 
short forms of that scale with 13, 12, 11 (Reynolds, 1982), and 5 items (Hays, Hayashi, & 
Steward, 1989), respectively. Several studies have addressed the psychometric properties of 
the scales, most of which with student samples (Ballard, 1992; Barger, 2002; Fischer & 
Fick, 1993; Loo & Thorpe, 2000; Reynolds, 1982). The 13 items were found to represent a 
single dimension in some (Fischer & Fick, 1993; Loo & Thorpe, 2000) but not all (Barger, 
2002) studies. Estimates of the composite reliability of the 13-item scale as indicated by 
Cronbach’s alpha were inconsistent, ranging from .62 (Barger, 2002; Loo & Thorpe, 2000) 
to .88 (Fischer & Fick, 1993). Forensic norms for the 13-item scale have been proposed by 
Andrews and Meyer (2003).  
In order to improve the reliability of the SD scale and to further enhance its saturation 
with the concept of IM, the 13 items scale was supplemented with five items from the 
impression management scale of the Balanced Inventory of Desirable Responding (Paulhus, 
1984), one item with face validity for IM from the L-scale of the MMPI-2 (Butcher, 
Dahlstrom, Graham, Tellegen, & Kaemer, 2002), and one self-made item, resulting in a 
total of 20 items. A 5-point response scale was used to make the SD items fit into the 
format of the TMS-F (see Chapter 3 and Appendix A).  
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The study makes use of data from two independent samples. With the data from the first 
sample, items are select that constitute a homogeneous scale. To enable comparisons with 
results from other studies, it is intended to maintain at least the 11-item Reynolds scale, 
unless it turns out to be clearly multi-dimensional. The stability of the results obtained with 
the data of the first sample is tested with those of the second sample.  
5.2.1 Method 
5.2.1.1 Participants 
Both samples (N = 378 and N = 376) consist of patients from several forensic outpatient 
treatment centers in the Netherlands. These patients have either been in contact with the 
legal system because of committed offences or are considered at risk of becoming 
offenders. For inclusion in the study, patients had to be in their fourth treatment session at 
least, the intensity of the treatment minimally had to be one session within three weeks, and 
respondents had to be able to read and understand simple Dutch sentences. Excluded were 
patients in the final stage of treatment (termination planned within eight weeks). 
Participation was voluntary on the basis of informed consent, and was rewarded with five 
Euros. No refusal rates were available for the whole sample but the evidence from a part of 
the sample suggests that between 5 and 15 percent of the patients who were approached 
refused to participate (see Chapter 6). An overview of both samples in terms of age, gender, 
ethnicity, type of offence, legal status, and psychopathology is provided in Table 5.2 
(section 5.4.2.1). 
 
5.2.1.2 Procedure 
In both samples, the items of the social desirability scale were integrated in the TMS-F, 
which consisted of 168 items in the first, and 91items in the second sample (see Chapter 3). 
The questionnaire was generally administered within or immediately after a treatment 
session. Anonymity was guaranteed in the written information, which patients received as 
part of the informed consent procedure.  
 
5.2.1.3 Data 
The data of the SD scale contained 0.7 percent of missing values in the first and 0.5 
percent in the second sample. Imputation of missing values was accomplished by a simple 
two-way imputation method that takes into account the average score of the respondent on 
the other items of the same scale and the average score of all respondents on the item for 
which the value is missing (Sijtsma & Van der Ark, 2003). 
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5.2.1.4 Data Analysis 
The data analysis was conducted in the same steps as described in Chapter 3. First, the 
data of the first sample were used to select items that satisfy a nonparametric measurement 
model that implies that the respondents can be ordered on the basis of the sum score of the 
items. In the item selection, priority was given to the items of the 11-item scale developed 
by Reynolds (1982). In the second step, the unidimensionality of the selected scale was 
tested by a single-factor confirmative factor analysis (CFA). In the third step, the single-
factor CFA’s of the selected scales were repeated with the data of the second sample. In the 
fourth step, multiple-group CFA was conducted to test for invariance of the dimensionality 
of the scale and the factor loadings across the two samples. Finally, McDonalds coefficient 
ω (McDonald, 1985) and Cronbach’s coefficient α were computed as estimates of the 
composite reliability of the scale. For detailed descriptions of MSA, CFA, multiple-group 
CFA, and coefficient ω refer to Section 3.2.1.4.  
5.2.2 Results 
5.2.2.1 Mokken Scale Analysis (MSA) 
When the 11 Reynolds items are used as a start-set, for which the criterion Hi ≥ c does 
not apply and an inclusion threshold for additional items of c = .30 is applied, only the 
additional item of the 12-item Reynolds scale was added to the scale. The other eight items 
were not selected, either because of negative pair-wise Hij-values with one or more of the 
Reynolds items, or because of a Hi-value below .30. The 12-item Reynolds scale had very 
low scalability as indicated by a H-value of .25. When c was decreased to .25, three 
additional items were added to the Reynolds scale, resulting in a 15-item scale. The 13th 
Reynolds item was rejected because of a negative pair-wise Hij-value with an item from the 
11-item Reynolds scale. The set of 15 selected items contained no negative pair-wise Hij-
values and, in spite of its low scalability (H = .25), it also contained no significant 
violations of monotony with nR+ = 75 and with nR+ = 40. The consecutive pattern of scales 
that was obtained when the bottom-up item selection was conducted successively with 
increasing values for c without selecting items as a start-set, revealed that the 15-item scale 
is not strictly unidimensional (see Hemker et al., 1995). When c = 20, all items were 
selected for one scale. When c = 25, eleven items were selected for the first scale, among 
which ten positively keyed items (agreement with the content of the item indicates social 
desirability response set) including the three positively items that had been added to the 
Reynolds scale. Three of the four rejected items were negatively keyed, and two of these 
formed a second mini-scale. In all subsequent steps with increased c-values, positively and 
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negatively keyed items were never selected for the same scale. When c = 30, the first scale 
from the previous step fell apart in a 6-item scale and a 3-item scale, both consisting of 
positively keyed items only. Three negatively keyed items constituted a third scale, and the 
remaining three items were not selected for any scale. If c = .35, nine items were selected 
that constitute four scales, c = .40 yielded three scales with two items each, and c = .45 
yielded no scales at all. This pattern indicates that the 15-item scale is not strictly 
unidimensional but also that it does not represent more than one major dimension. Rather, it 
seems that the most part of the variance of the 15 items represents a single concept and that 
there are small clusters of two or three items, which have additional aspects in common. 
Furthermore, it seems that denying undesirable and claiming desirable characteristics are 
related but distinguishable response tendencies. 
Taken together, it can be concluded that the monotone homogeneity model (MHM) fits 
the 15-item scale to an acceptable degree. However, the ordering of respondents on the 
common dimension measured by the scale is inaccurate as indicated by the low scalability 
of the scale. The scale is maintained nevertheless, because no set of items with a higher 
scalability could be selected. 
 
5.2.2.2 Confirmative Factor Analysis (CFA) 
Sample 1. The various fit indices provided ambiguous information concerning the fit of 
the single-factor model with 15 items to the first-sample data, χ2MLMV (64, N1 = 378) = 
170.4, p < .001, CFI = .839, TLI = .816, RMSEA = .066, SRMR = .060. While the values 
of the RMSEA and the SRMR were in the range indicating acceptable fit, the values of the 
CFI and the TLI were very low. This might reflect that the items represent a common factor 
but that several pairs of items have more variance in common than the general factor 
accounts for. The estimates of the standardized factor loadings ranged between .37 and .62 
(mean .48), which also indicates that the common factor accounts for a substantial propor-
tion of the variance of the items but still leaves much variance unexplained.  
Because the MSA suggested that a substantial part of the variance that cannot be attribu-
ted to the common factor may be explained by the keying of the items, a second model with 
two correlated factors for respectively the ten positively and the five negatively keyed items 
was specified. This model provided an acceptable fit to the data, χ2MLMV (63, N = 378) = 
136.1, p < .001, CFI = .889, TLI = 872, RMSEA = .055, SRMR = .054, according to Hu 
and Bentler’s (1999) combinatory cutoff-criterion RMSEA < .06 and SRMR < .10. 
 When only the twelve items of the Reynolds scale were included, the single-factor 
model provided a slightly lesser fit, χ2MLMV (43, N = 378) = 127.8, p < .001, CFI = .841, 
TLI = 812, RMSEA = .072, SRMR = .062, and the model with separate factors for the 
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positively and the negatively keyed items a better fit, χ2MLMV (42, N = 378) = 82.2, p < 
.001, CFI = .925, TLI = 909, RMSEA = .050, SRMR = .049, than for the 15-item scale. The 
correlation between the sum scores of the 15-item and 12-item scales was .96.  
Multiple-Group CFA. In a preliminary analysis, the model with two correlated factors 
for the positively and the negatively keyed items, respectively, was fitted to the data from 
sample 2. Although the fit was slightly less satisfactory than in sample 1, χ2MLMV (64, N2 = 
376) = 136.3, p < .001, CFI = .844, TLI = 822, RMSEA = .055, SRMR = .054, it was still 
acceptable according to the combinatory cutoff criterion RMSEA < .06 and SRMR < .10. 
Consequently, fitting the model to both data sets simultaneously without imposing equality 
constraints also resulted in an acceptable fit, χ2MLMV (127; N1 = 378, N2 = 376) = 273.0, p < 
.001, CFI = .871, TLI = 851, RMSEA = .055, SRMR = .054. Imposing equality constraints 
on the factor loadings did not lead to a significant increase of the chi-square value, ∆χ2
 
MLMV (13) = 16.6, p = .22. The same was true when an additional equality constraint was 
imposed on the covariance between the two factors, ∆χ2
 MLMV (13) = 21.1, p = .07. Thus, it 
can be concluded that (a) the two-factor structure with correlated factors for the positively 
and negatively keyed items adequately describes the data from both samples, (b) the pattern 
and sizes of factor loadings, and (c) the covariance between the two factors are invariant 
across both samples. Because of the high level of measurement invariance, the measure-
ment properties of the SD scale could be regarded as stable and the two data sets could be 
combined in further analyses. 
Pooled samples. The 15-item and also the 12-item models with two correlated factors for 
the positively and negatively keyed items, respectively, provided an acceptable fit to pooled 
data from samples 1 and 2, χ2MLMV (73, N = 754) = 208.8, p < .001, CFI = .895, TLI = 
877, RMSEA = .050, SRMR = .045 and χ2MLMV (47, N = 754) = 115.0, p < .001, CFI = 
.931, TLI = .916, RMSEA = .044, SRMR = .044, respectively. Standardized and 
unstandardized parameter estimates and the corresponding standard errors are presented in 
Figure 5.1. 
In order to answer the question whether the 15 items are sufficiently homogeneous to use 
the sum score of the total scale, the two-factor model can be rearranged into a hierarchical 
model with the same model fit, in which each item loads on a general factor and on one of 
the two hierarchical group factors (McDonald, 1999, p.176). This yielded loadings on the 
general factor ranging from .37 to .53. Following the convention that factor loadings 
exceeding .30 are considered salient (McDonald, 1999), it can be concluded that the general 
factor accounts for a sufficient proportion of the variance of all items to justify the use of 
the sum score of the 15-item SD scale.  
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Figure 5.1: Pathdiagram of two-factor model of the SD scale with parameter estimates obtained 
 from the data of pooled samples (N = 754) 
 
Note. Upper values are unstandardized parameter estimate with corresponding standard error; lower value is 
standardized estimate. 
R: item from the 12-item Reynolds scale. 
− key: common factor of negatively keyed items; + key: common factor of positively keyed items. 
 
 
5.2.2.3 Composite Reliability 
The values of McDonald’s coefficient ω , computed from the parameter estimates ob-
tained in the models with two correlated factors, were estimated as .83 for the 15-item scale 
and .80 for Reynolds’ 12-item scale. As expected, because the scales are not strictly 
unidimensional, the values for Cronbach’s α were slightly lower with .80 and .76, 
respectively.  
R
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5.2.3 Conclusion Study 1 
All in all, the psychometric properties of the social desirability scale of the TMS-F can 
be regarded as satisfactory. Both, Mokken scale analysis and confirmative factor analysis 
indicated that the scale is not strictly unidimensional but that the items have enough 
variance in common to justify the use of the sum score of the scale. The acceptable fit of 
the monotone homogeneity model indicates that respondents can be ranked on the basis of 
the sum score of the items without systematic bias, but the low scalability of the set of 
items implies that this ordering is subject to considerable random error. According to 
common standards (Evers et al., 2000), the composite reliability of the scale is sufficiently 
high to use the sum score for conclusions at the level of individual respondents. Given the 
large differences between the results of previous studies (e.g. Barger, 2002; Fischer & Fick, 
1993; Loo & Thorpe, 2000), the psychometric properties of the scale were remarkably 
stable in two independent samples, as indicated by multiple-group confirmative factor 
analysis. The relative homogeneity, the composite reliability, and the stability of the results 
across independent samples suggest that the 15-item social desirability scale is suited for 
detecting potentially inaccurate self-presentations with the TMS-F, and for further research 
on the validity of the other TMS-F scales. However, before that the validity of the social 
desirability scale itself needs to be investigated.  
 
5.3 STUDY 2: SCALE VALIDIATION 
The purpose of Study 2 is to investigate to what extent the SD scale that was developed 
in Study 1, actually measures impression management (IM, Paulhus, 1984). The study is 
based on the assumption that the items of the TMS-F are differentially susceptible to IM. It 
is assumed that characteristics and attitudes that are considered undesirable in a treatment 
setting are more likely to be falsely denied than more neutral characteristics. For example, 
most respondents might respond honestly to an item such as I often hate myself for my 
behavior, whether this applies to them or not. However, they might feel less free to express 
agreement with an item such as I doubt that the treatment will change my behavior. 
Consequently, it can be expected that the tendency to present oneself in a favorable light 
accounts for a larger proportion of the variance of the latter than of the former item. In 
more general terms, if the SD scale is a valid measure of IM, the susceptibility of a TMS-F 
item to IM must be reflected by the size of the correlation of the item scores with the sum 
score of the SD scale. If a second independent measure of the susceptibility of the TMS-F 
items to IM were available, this measure could be used to evaluate the validity of the SD 
scale. A substantial correlation of (a) the size of the correlations between the scores of the 
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TMS-F items and the sum scores of the SD scale with (b) the second independent measure 
of the susceptibility of the TMS-F items to IM would support the validity of the SD scale as 
a measure for IM. 
5.3.1 Method 
Six staff members of a Dutch forensic outpatient treatment center (two psychiatrists, two 
psychologists, one psychiatric nurse, and one research assistant) rated the susceptibility of 
the TMS-F items for IM. For each of the 85 items, the raters had to judge (1) which 
response option would be preferred by patients who try to present themselves in a favorable 
light, and (2) how strongly the scores on the item will be influenced by IM. With respect to 
the rating of the direction of the effect of IM, the rater could choose between the following 
response categories: (a) Impression management would lead to a preference for strongly 
agree”14, (b) Impression management would lead to a preference for strongly disagree, (c) 
Impression management would have no impact in the patients response, and (d) Impression 
management would lead to avoidance of both, strongly agree and strongly disagree. Option 
(d) was added for items such as In order to prevent that it goes wrong again, I have to 
change my life fundamentally. The response option Strongly agree might be avoided 
because the patient does not want to admit that he is dangerous right now, while strongly 
disagree might be avoided because the patient does not want to suggest that he plays down 
his problem. After (a) and (b) were exchanged for the negatively keyed items, (a) was 
coded as 1, (c) and (d) as 0, and (b) as –1. With respect to the strength of the influence of 
IM the rating options were No or marginal influence (score 1), Moderate influence (score 
2), and Strong influence (score 3). When the score for the direction of IM was 0, the 
strength of the influence of IM got the score 1. The final scores of the items’ susceptibility 
for IM (in the following denoted as IMrate) were computed as the means of the ratings for 
the direction multiplied by the means of the ratings for the strength of the influence op IM.  
In addition, the Spearman correlations of each TMS-F item with the observed sum score 
of the SD scale, ρSD , was computed on the basis of the data from the pooled samples of 
Study 1 (N = 754). In the case of the 15 SD items, the item-rest correlations with the 
respective sum score of the other 14 SD items were computed. The values of ρSD constitute 
a variable, which is denoted as IMρ(SD) and indicates the impact of IM on the scores of the 
85 TMS-F items, as measured by the SD scale. The correlation between the two measures 
                                                          
14
 Recall from Chapter 3 that the TMS-F items have a 5-point response scale, the endpoints of which are labeled 
strongly agree and strongly disagree. 
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of the susceptibility of the TMS-F items to IM, IMrate and IMρ(SD) constitutes a coefficient 
for the validity of the SD scale. All analyses were conducted using SPSS, version 10.0. 
5.3.2 Results 
The Spearman correlations among the six ratings of the direction of the influence of IM 
on the 85 TMS-F items ranged between .34 and .77. The value of Kendall’s coefficient W 
with correction for ties was .59. Only four ratings of the strength of the influence of IM on 
the 85 TMS-F items were obtained. The Spearman correlations among the four rating 
ranged between .00 and .27. Only one of the six correlations was statistically significant at 
a 95 percent significance level (two-tailed). Because of the obvious lack of agreement 
between the ratings of the strength of the effect of IM, and because all raters had indicated 
difficulties making this judgment, it was decided not to use these ratings. Consequently, the 
rated susceptibility of the items for IM (IMrate) was computed as the mean of the ratings for 
the direction of the influence of IM. The rationale for this new definition of IMrate is that it 
can be assumed that an item is less susceptible to IM when there are doubts regarding the 
direction of the influence of IM than when this is consensual. Because each of the six 
ratings of the direction of the influence of IM could range from −1 to +1, this also applies 
for IMrate, which is the mean of the six ratings.  
The Pearson correlation between IMrate and IMρ(SD) for the 85 items of the TMS-F was 
.71. A look at the plot neither revealed outliers nor a non-linear association between IMrate 
and IMρ(SD). Thus, the more susceptible to impression management an item was rated to be 
by the six clinicians, the more variance of the item scores is explained by the scores on the 
SD scale. The strength of this association is especially remarkable because of a strong 
ceiling effect on the scores of IMrate. For 36 of the 85 items, mostly from the ST, OE, MET, 
and SD scales, it was consensual that IM would result in a higher score on the item, 
resulting in IMrate values of 1.  
In Table 5.1, the IMrate and IMρ(SD) values of the TMS-F ratings are reported per scale of 
the TMS-F. There is an overall pattern of agreement between IMrate and IMρ(SD). In general, 
the influence of IM on the item scores as expected by the raters (IMrate) was supported by 
the strength of the correlations between the item scores and the score of the SD scale 
(IMρ(SD)), as can be seen from the ranking of the TMS-F scales on both indices of IM. 
However, both indices of IM disagreed concerning the direction of the effect of impression 
management on the responses to the PR items. While the raters (IMrate) indicated that 
impression management would result in reporting more problem recognition (higher scores 
on the PR scale), as might also be expected because problem recognition is considered 
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highly desirable by therapists, the correlations between the item scores and the sum score of 
the SD scale (IMρ(SD)) implied the opposite. 
 
Table 5.1: Spearman correlations of the scores of the TMS-F items with the sum scores of the 
SD scale (IMρ(SD)), and scores of therapist ratings of the susceptibility of the TMS-F 
items for impression management (IMrate) for each TMS-F scale 
  IMρ(SD)  IMrate 
Scale # Items Mean Rank Range  Mean Rank Range 
TMS-F 85 .13 -  -.36 –  .54  .59 -  -.83 –  1.00 
PR 8 -.19 7  -.34 – -.10  .35 6  .00 –  .67 
DS 9 -.27 8  -.36 – -.19  -.37 8  -.83 –  .17 
LP 9 .11 6  -.04 –  .21  .15 7  -.83 –  .50 
CT 9 .12 5  .03 –  .21  .41 5  .00 –  1.00 
ST 9 .17 3.5  .13 –  .23  .96 1  .83 – 1.00 
OE 9 .29 2  .17 –  .35  .94 2  .83 –  1.00 
MET 13 .17 3.5  -.10 –  .28  .92 3  .67 –  1.00 
SD 15 .41* 1  .34 –  .54*  .91 4  .33 –  1.00 
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment; SD: Social Desirability. 
IMρ(SD): Spearman correlation between item scores and the sum score of the SD scale. 
IMrate: average of six ratings of the susceptibility of the items of the scale to impression management (positive 
value indicates the expectancy that impression management leads to a higher, negative value indicates that it leads 
to a lower item score).   
* correlation of the SD items with the sum score of the other 14 SD items. 
 
5.3.3 Conclusion Study 2 
The study provides support for the validity of the SD scale as a measure for IM, defined 
as deliberately and dishonestly presenting oneself in a favorable light. In general, the more 
susceptible to IM a TMS-F item is according to clinical raters, the more the scores on the 
item were correlated with the sum score of the SD scale.  
It would have been expected that the SD items receive the highest rating for suscepti-
bility for IM because these items were developed to assess this response bias as purely as 
possible. However, several SD items were not rated as highly susceptible to IM. This 
particularly applies for the item There have been times when I felt like rebelling against 
people in authority, even though I knew they were right. One rater suggested that many 
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respondents are likely to admit this kind of harmless rebelliousness in order to be perceived 
as honest and having insight into the motives of their behavior.  
Another remarkable finding is that the respondents do not seem to fake all characteristics 
that therapists regard as desirable. They mainly seem to pretend positive attitudes towards 
the treatment as measured by the scales for OE and ST, and willingness to make efforts for 
the treatment as measured by the MET scale. However, the negative correlations of the 
scores of most DS and PR items with the sum score of the SD scale indicate that the 
patients rather deny than pretend characteristics which are typically regarded as sources of 
treatment motivation (Hemphill & Hart, 2002), such as distress resulting from psychopatho-
logy, demoralization, social problems, or general dissatisfaction with life (DS), and 
acknowledgement of one’s behavioral problem, and necessity for the treatment (PR). A 
possible explanation for this finding is that suffering from problems and being in need of 
treatment are disapproved in the patient’s subculture and therefore are not easily admitted. 
Alternatively, patients may deny having problems and experiencing distress because they 
believe that presenting themselves in need of treatment may increase the duration of the 
treatment. 
 
5.4 STUDY 3: INFLUENCE OF SOCIAL DESIRABILITY RESPONSE BIAS 
5.4.1 Introduction 
The purpose of the third study is to find out to what extent the scores on the TMS-F 
scales are invalidated by the social desirability response bias, in particular by deliberate 
impression management. The study is based on the assumption that, if IM would invalidate 
the TMS-F scores, several differences would emerge between the pattern of scores of 
respondents with a strong versus weak tendency for IM.  
First, because IM is likely to push the scores on the TMS-F scales in the direction 
regarded as desirable by therapists, the average sum scores of the TMS-F scales would 
differ between respondents with a low versus high tendency for IM. The largest differences 
were to be expected for the MET, ST, OE, and PR scales because patients are likely to 
believe that admitting unwillingness to engage in the treatment, dissatisfaction with the 
treatment, pessimism concerning the effect of the treatment, and lack of problem recogni-
tion might have negative consequences. Smaller differences were to be expected for the DS, 
LP, and CT scales because therapists are likely to have weaker expectations with respect to 
the patient’s level of distress, perception of legal pressure, and perception of the treatment 
burden. 
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Secondly, IM would introduce common variance in the scores of the TMS-F items, 
which would affect the factorial structure of the TMS-F. In the most extreme case, all items 
would load on a single IM factor in the subsample with a strong tendency for IM, as was 
found in a study by Ellingson, Sackett, and Hough (1999), in which the respondents were 
instructed to present themselves in a favorable way on a multidimensional personality 
questionnaire.  
Thirdly, correlations between the scores on the TMS-F scales and observational 
measures of the same or related dimensions would be lower in the high-IM sample because 
IM would add variance to the scores of the TMS-F scales that is unrelated to the scores of 
the observational measures. Moreover, if IM acts as a confounding variable that weakens 
the association between the scores of the TMS-F scales and observational criterion 
measures, these associations would have to be strengthened when the influence of IM on 
the TMS-F scores is partialled out. 
If the means of the TMS-F scales, the factorial structure, and correlations with 
observational measures would be invariant across samples with contrasting levels of IM, 
and if correcting for the influence of IM would not strengthen the associations with 
observational criterion measures, this would constitute evidence that the influence of IM on 
the validity of the TMS-F scores is negligible. On the other hand, the larger the differences 
between subsamples with contrasting levels of IM with respect to scale means, factorial 
structure, and correlations with observational measures, and the stronger the effect of 
corrections for IM on the correlations of the TMS-F scores with observational criterion 
measures, the more the TMS-F scores of respondents with high scores on the SD scale 
would have to be suspected for being distorted by IM.  
5.4.2 Method 
5.4.2.1 Participants 
The total sample (N = 754) was the same as in Study 1 (see section 5.2.1.1) but in the 
present study it was split using the mean of the sum score of the SD scale as cutting value. 
As can be seen from Table 5.2, the resulting groups (in the following labeled as ‘high-SD’ 
and ‘low-SD’) differed in several respects. The most striking differences emerged with 
respect to legal status and type of offence. The low-SD group contained substantially more 
voluntary patients (51.8 percent versus 30.5 percent in the high-SD group), less sexual 
offenders with young victims (22.4 versus 42.5 percent), more non-sexual violent offenders 
(36.6 versus 25.1 percent) and also more non-offenders (and 19.2 versus 10.0 percent).  
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Table 5.2: Sample characteristics in the studies 1 and 3  
   Study 1 Study 2 
  Total 
sample 
Sample 1 
 
Sample 2 low-SD 
 
high-SD 
N   754  378  376  382  372 
Age Average years (S.D.)  37.6 
 (12.3) 
 39.0    
 (13.1) 
 36.3  
 (11.2) 
 34.2 
 (10.3) 
 41.0 
 (13.2) 
Gender Male  90.6  91.3   89.9   90.6   90.6  
Ethni-
city 
Both parents Dutch nationality 
At least one parent with Asian 
(incl. Turkish), African, or 
South American nationality 
 91.4 
 
 7.6 
 92.6 
 
 6.3 
 90.2 
 
 8.8 
 92.1 
 
 6.8 
 90.6 
 
 8.3 
Type 
of 
offence 
Sexual offence 
 Victim < 16 years  
 Victim ≥ 16 years 
Violent offence 
  (no sexual or material motive) 
Miscellaneous  
   (incl. burglary, stalking, arson) 
No known offence 
 41.5 
 32.4 
 9.1 
 30.9 
 
 13.0 
 
 14.6 
 51.4 
 42.6 
   8.8 
 25.0 
 
 11.2 
 
 12.5 
 31.4 
 22.1 
  9.3 
 36.8 
 
 14.9 
 
 16.8 
 29.7 
 22.4 
   7.3 
 36.6 
 
 14.5 
 
 19.2 
 53.2 
 42.5 
 10.7 
 25.1 
 
 11.6 
 
 10.0 
Legal 
status 
Court mandated 
Voluntary  
Not yet sentenced 
 53.5 
 41.3 
 5.2 
 5.8 
 6.5 
 7.7 
 51.3 
 46.0 
 2.7 
 44.3 
 51.8 
 3.9 
 63.0 
 30.5 
 6.5 
Psycho
patho-
logy 
Axis I 
No disorder 
Psychosis 
Addiction 
Other axis I disorder 
Axis II 
Strong characteristics of  
Personality disorder from:  
 Cluster B  
 Cluster A or C 
 None  
(N =641) 
 39.5 
 5.8 
 15.9 
 44.4 
 
 
 
 45.8 
 34.1 
 22.0 
(N =298) 
 41.3 
 3.0 
 8.1 
 49.7 
 
 
 
 42.3 
 29.9 
 25.8 
(N =343) 
 37.9 
 8.1 
 21.9 
 39.8 
 
 
 
 47.2 
 36.1 
 18.7 
(N =320) 
 37.2 
 7.2 
 23.8 
 39.1 
 
 
 
 59.4 
 26.3 
 15.9 
(N =321) 
 41.7 
 4.4 
 8.1 
 49.5 
 
 
 
 32.4 
 42.1 
 28.0 
 
Note. Except for the category ‘Age’, all entries indicate percentages.  
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TMS-F scores and therapist ratings of the concepts measured by the TMS-F were 
available for 620, and scores of the Treatment Engagement Rating scale (TER) for 328 
participants. Details concerning these subsamples are reported in Chapter 3. 
 
5.4.2.2 Procedure 
The data collection was accomplished at two points in time. First, the TMS-F was 
administered as described in section 5.2.1.2. At the same time or within a few days after the 
administration of the TMS-F, a therapist rated the patient on the concepts measured by the 
TMS-F. Between eight and thirteen weeks later, therapists rated the patients level of 
treatment engagement during the past eight weeks, using the Treatment Engagement Rating 
scale (TER). Therapists were not informed about the TMS-F scores of the patient.  
 
5.4.2.3 Measures 
Treatment Motivations Scales for the Forensic psychiatry (TMS-F). For a description of 
the TMS-F and its psychometric properties refer to section 5.1 or the Chapters 3 and 4. 
Social Desirability (SD) scale of the TMS-F. For a description of the 15-item SD scale 
and results concerning psychometric properties of the scale refer to the Studies 1 and 2 of 
this chapter.  
Therapist ratings of the TMS-F concepts. Therapists rated the patients on the dimensions 
measured by the TMS-F scales on the basis of short descriptions of the facets of the TMS-F 
concepts (see Appendix C). For example, the descriptions of the three facets of OE were (a) 
The patient is confident that he will complete his treatment, (b) The patient believes that he 
will change due to the treatment, and (c) The patient believes that the treatment will result 
in a better life. The ratings were accomplished on 5-point scales with the endpoints labeled 
Not and Strongly. The mean scores of the facet ratings constitute the final score for the 
respective dimension.  
Treatment Engagement Rating scale (TER). The TER is a therapist rating measure de-
veloped for the assessment of the level of treatment engagement of patients in a forensic 
psychiatric outpatient treatment (see Chapter 6 and Appendix B). Therapists rate 20 aspects 
of treatment engagement representing the following eight behavioral categories: attendance 
(2 aspects), sacrifices for the treatment (3), disclosure (2), efforts for behavioral change (2), 
goal-commitment (2), efforts for improvement of one’s social-economic situation (5), in-
session behavior (3), thinking about treatment contents between sessions (1). In addition, a 
global rating of the patient’s level of treatment engagement is requested. With the exception 
of attendance, all ratings are provided on anchored 5-point scales. The mean scores of the 
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ratings within each behavioral category constitute category scores. The nine category scores 
(including the global rating of treatment engagement) are aggregated into a TER composite 
score. As reported in Chapter 7, the nine category scores were found to represent a single 
dimension. The TER composite scores had an adequate inter-rater reliability with a Pearson 
correlation of .76 between independent ratings by co-therapists (see Chapter 7). In most 
cases (60.7 percent) only one TER rating per patient was provided. When several therapists 
were involved in the treatment, sometimes two (32.3 percent) or more (7 percent) TER 
scores were available. In those cases the mean of the ratings was used in the analyses. 
 
5.4.2.4 Data 
The TMS-F data contained 0.7 percent and the therapist ratings of the TMS-F concepts 
3.3 percent missing values. Imputation was accomplished by the same two-way imputation 
method as in Study 1.  
 
5.4.2.5 Data Analysis 
First, Pearson correlations were computed between the sum scores of the SD scale and 
those of the other TMS-F scales. The squared correlations represent the proportion of the 
variance of the sum scores of the TMS-F scales that can be attributed to the concept 
measured by the SD scale.  
Then, the high-SD and low-SD subsamples (see Section 5.4.2.1) were used in subse-
quent analyses to test for the invariance across levels of IM of (a) the means of the TMS-F 
scales, (b) the factorial structure of the TMS-F, and (c) the correlations with observational 
measures, which constitute validity coefficients of the TMS-F scales.  
The null hypothesis that the sum scores of the TMS-F scales were equal in the high-SD 
and the low-SD group was first tested for all scales together by Hotelling’s T2 test and then 
scale-wise by one-sided independent samples Student t-tests with 5 percent significance 
level and a Bonferroni correction. Effect sizes were computed for each scale dividing the 
difference between the means in the high-SD versus low-SD group by the square root of the 
common variance. 
Multiple-group confirmative factor analysis (for details see section 3.2.1.4) was applied 
to test the null hypothesis that the factorial structure of the TMS-F is invariant across levels 
of IM. In two preliminary analyses, a confirmative factor analysis (CFA) model, which had 
been shown to provide an acceptable fit and cross-sample stability in the studies reported in 
Chapter 3, was separately fitted to the data from the low-SD and high-SD group. The 
structural part of the model is depicted in Figure 5.2 (for details see Chapter 3). The 
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combined chi-square value of both models constituted the baseline for chi-square difference 
tests of comparisons with a number of more restrictive models, in which sets of parameters 
were constrained to be equal in both groups. First, equality constraints were imposed on the 
parameters in the measurement part of the model, that is, the first-order and second-order 
factor loadings, and the two covariances between the measurement errors of two DS and 
two LP items. Then, additional equality constraints were imposed on the factor covariances.  
 
Figure 5.2: Structural part of the confirmative factor analysis (CFA) model of the TMS-F 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment, COM: Commitment, DIS: Readiness for Disclosure, EBS: Readiness for Efforts in Between 
Sessions. 
 
In order to test whether the correlations of the sum scores on the TMS-F scales with (a) 
the therapist ratings of the same concepts (c.q. the convergent validity coefficients) and (b) 
the TER scores (c.q. the predictive validity coefficients) were invariant across levels of IM, 
the correlations were computed for the high-SD and the low-SD sample. The null 
hypothesis that the correlations do not differ between both groups was tested at an overall 
α-level of 5 percent using the Fisher Z-transformation with a Bonferroni correction.  
Finally, the convergent and predictive validity coefficients of the previous step were 
computed for the observed scores of the TMS-F scales and for the scores that were 
corrected for IM. To obtain IM-corrected scale scores, the sum scores of each TMS-F scale, 
X, were linearly regressed on the sum score of the SD scale. This was done separately for 
the low-SD and the high-SD, yielding two slope estimates, b, per scale. IM-corrected scale 
scores were then defined as )(' DSSDbXX −−= , where X is the patient’s observed sum 
LP CT
DS
PR
OE
ST
MET
DISCOM EBS
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score of the TMS-F scale, SD the patient’s sum score on the SD scale, and DS the mean 
sum score in his group (low-SD or high-SD).  
5.4.3 Results 
5.4.3.1 Correlations with the SD Scale 
The Pearson correlations and squared correlations of the sum score of SD scale with 
those of the other TMS-F scales are presented in Table 5.3. Contrary to expectations, PR 
and DS were negatively correlated with SD, that is, respondents with a higher level of IM 
reported less problem recognition and less distress although these attributes are commonly 
regarded as desirable by therapists. With absolute values of .36, the correlation of the DS 
and OE scores with those of SD were substantial, corresponding to 13 percent of the 
variance of DS and OE accounted for by SD.  
 
Table 5.3: Differences between and correlations among scores of the TMS-F scales in the low-
SD and high-SD group  
 Total 
(N = 754) 
low-SD 
(N = 382) 
high-SD 
(N = 372) 
 low-SD below, high-SD above diagonal 
Scale rSD r2SD M S.D. M S.D. d PR DS LP CT ST OE MET SD 
PR −.29 .08 30.90 7.03 27.76 7.47 −.43 - .47 .03 .14 .27 .05 .17 −.16 
DS −.36 .13 29.27 8.69 23.32 8.98 −.67 .54 - -.11 −.21 .00 −.28 −.09 −.16 
LP .16 .03 24.18 10.12 27.35 9.89 .32 −.12 −.14 - −.05 .13 .12 .02 .11 
CT .19 .03 31.96 7.36 34.18 7.07 .31 .14 −.18 −.22 - .50 .43 .42 .18 
ST .19 .04 34.55 7.24 37.76 6.75 .46 .42 .01 −.04 .45 - .61 .39 .14 
OE .36 .13 32.38 7.29 37.71 6.73 .76 .02 −.37 .05 .43 .60 - .54 .23 
MET .28 .08 39.26 10.61 45.02 9.96 .56 .26 −.10 −.07 .39 .46 .54 - .20 
SD - - 39.01 6.29 56.72 6.24 2.83 −.25 −.22 .02 .05 −.09 .02 .01 - 
 
Note: PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of the 
Treatment, ST: perceived Suitability of the Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in 
the Treatment. 
rSD: Pearson correlation of the sum score of the SD scale with those of the other scales of the TMS-F. 
r2SD: percentage of variance of sum score of the scale accounted for by that of the SD scale.  
M: mean of the sum score; S.D.: standard deviation of the sum score; d: effect size for the difference of the mean 
sum score of the scales between the low-SD and high-SD group. 
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5.4.3.2 Scale Means 
In Table 5.3 the mean sum scores of the TMS-F scales in the low-SD and in the high-SD 
groups along with the corresponding effect sizes are presented. The mean sum scores were 
different in both groups as indicated by Hotelling’s T2 test, F = 27.4; df1 = 7, df2 = 746; p 
< .01. All independent samples Student t-tests of the differences of the scores per scale 
were also significant at a 5 percent significance level with a Bonferroni-correction. The 
effect sizes were small for LP and CT, medium for PR, ST, and MET, and between medium 
and large for DS and OE, according to the classification by Cohen (1988), who labeled 
effect sizes as small when d = .20, medium when d = .50, and large when d = .80. As 
intended, the difference between the groups with respect to the mean SD score was large.  
 
5.4.3.3 Multiple-Group CFA 
The various fit indices provided ambiguous information concerning the fit of the 
baseline model for the low-SD group, χ2MLMV (224; Nlow-SD = 382) = 401.3, p < .001, CFI = 
.835, TLI = 833, RMSEA = .046, SRMR = .083, as well as for the high-SD group, χ2MLMV 
(208; Nhigh-SD = 372) = 342.2, p < .001, CFI = .833, TLI = 831, RMSEA = .043, SRMR = 
.078. The combination of SRMR < .10 and RMSEA < .06 indicates that serious misspecifi-
cations in the model were unlikely (Hu & Bentler, 1999), but the low values of the CFI and 
TLI remain puzzling. Part of an explanation for the contradictory fit information could be a 
remaining inflating effect of non-normality on the adjusted chi-square statistic and conse-
quently on the fit indices derived from it (West et al., 1995). Furthermore, there is evidence 
that the over-rejection tendency of chi-square based fit-indices with non-normal data is 
amplified when models are large as in the present case (Gerbing & Anderson, 1993; 
Hutchinson & Olnos, 1998). The contradictory fit-information provided by the RMSEA 
versus the CFI and TLI may also be due to a differential effect of model size (Kenny & 
McCoach, 2003). Although the issue of appropriate cutoff criteria for fit indices in the case 
of large CFA models is not settled yet, the combination of values for the TLI exceeding .90 
and RMSEA below .05 may hardly be obtainable in practice for CFA models as large as the 
present one (Marsh, Hau, & Wen, 2004). In any case, the fit of the two baseline models is 
very similar to the fit when the groups are not defined by the score on the SD scale but by 
the study in the context of which the data were collected (see Chapter 3). Most importantly 
in the present context, the fit in the low-SD and the high-SD group is very similar, and if 
anything, even better in the high-SD group. 
Imposing equality constraints on the parameters in the measurement part of the model, 
that is, the 57 first-order factor loadings, 2 second-order factor loadings, and 2 covariances 
between the measurement errors of two DS items and two LP items, resulted in a non-
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significant increase of the chi-square value, ∆χ2
 MLMV (53; Nlow-SD = 382, Nhigh-SD = 372) = 
78.9, p = .012. About one third of the increase was due to the factor loadings of three DS 
items. Additional equality constraints on the 13 covariances among the factors resulted in a 
significant increase of the chi-square value compared with the baseline model, ∆χ2
 MLMV 
(64; Nlow-SD = 382, Nhigh-SD = 372) = 95.2, p = .007. In this step, the largest contribution to 
the increase of the chi-square value came from the covariance between the factors for PR 
and ST, which was substantially higher in the low-SD than in the high-SD group (see Table 
5.3 for the observed correlations).  
To summarize, a remarkable level of invariance was found across groups with different 
levels of IM. A higher level of IM as measured by the SD scale had no influence on the 
factorial structure of the TMS-F. The pattern of factor loadings also remained essentially 
intact, although the altered factor loadings of three DS items suggested a slight shift of the 
meaning of this scale between the low-SD and the high-SD group. The hypothesis of 
invariance of the covariances between the factors across levels of IM had to be rejected, but 
as Table 5.3 shows, there were no substantial differences between in the high-SD and the 
low-SD group with respect to the associations among the various TMS-F scales. The largest 
difference (for the correlations between CT and LP) had an absolute value of .17. 
 
5.4.3.4 Correlations with Observational Measures 
In Table 5.4, the Pearson correlations of the sum scores of the TMS-F scales with the 
therapist ratings of the corresponding dimensions (convergent validities), and with the TER 
composite score (predictive validities) are presented for the low-SD and the high-SD group. 
With the exception of the convergent validity of the MET scale, all validities are higher in 
the low-SD than in the high-SD group. However, most differences are small, and no diffe-
rence reaches statistical significance when a one-tailed 5 percent significance level with 
Bonferroni correction is applied. Moreover, many differences can in part be attributed to 
the lower reliability of the observational measure in the high-SD group (see Table 5.4). 
This applies in particular to the convergent validity of the OE and the DS scale. These 
results suggest that if IM reduces the validity of the TMS-F scales, it does so only to a very 
moderate degree.  
 
5.4.3.5 The Effect of Statistical Correction for Impression Management 
In Table 5.4, the convergent and predictive validity coefficients of the TMS-F scales are 
presented for the observed and the corrected sum scores of the scales. In four cases (LP, 
CT, OE, and MET) a correction was only applied in the high-SD group because of a non-
significant slope estimate from the regression of the scores of the TMS-F scale on the SD 
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scale in the low-SD group. In the case of the ST scale, the slope had opposite signs in both 
groups. As can be seen, when the effect of IM was partialled out from the scores of the 
TMS-F scales, the validity coefficients were strengthened in five, reduced in three, and not 
affected in six of the fourteen cases. With the exception of the convergent validity 
coefficient of the PR scale, however, the differences were negligible.  
 
Table 5.4: Correlations of TMS-F scores with therapist ratings of (a) the TMS-F concepts 
(convergent validity) and (b) treatment engagement (predictive validity) for 
observed versus corrected scores and for the low-SD versus high-SD group 
  Convergent validity  Predictive validity 
TMS-F 
scale 
Scores Total 
(N = 620) 
low-SD 
(N = 312) 
high-SD 
(N = 308) 
 Total 
(N = 328) 
low-SD 
(N = 180) 
high-SD 
(N = 148) 
PR observed .39 .38 (.76) b .36 (.72)  .24 .31 (.95) .22 (.92) 
 corrected 
-.28/-.19a 
.34 .35 (.76) 
 
.34 (.72) 
 
 .27 .30 (.95) .23 (.92) 
DS observed .40 .43 (.71) .38 (.64)  -.09 -.08 (.95) -.04 (.92) 
 corrected 
-.30/-.23 
.40 .43 (.71) .37 (.64)  -.08 -.10 (.95) -.05 (.92) 
LP observed .61 .65 (.70) .54 (.73)  -.08 -.11 (.95) -.05 (.92) 
 corrected 
.03 /.17 
.59 .65 (.70) .51 (.73)  -.08 -.11 (.95) -.04 (.92) 
CT observed .32 .35 (.73) .32 (.74)  .29 .32 (.95) .22 (.92) 
 corrected 
.06 /.20 
.34 .35 (.73) .33 (.74)  .28 .32 (.95) .22 (.92) 
ST observed .40 .44 (.83) .38 (.82)  .46 .49 (.95) .41 (.92) 
 corrected 
-.11 /.17 
.41 .43 (.83) .41 (.82)  .46 .49 (.95) .41 (.92) 
OE observed .30 .33 (.83) .29 (.75)  .39 .41 (.95) .34 (.92) 
 corrected 
.03 /.25 
.33 .33 (.83) .33 (.75)  .39 .41 (.95) .36 (.92) 
MET observed .31 .29 (.85) .30 (.81)  .46 .50 (.95) .41 (.92) 
 corrected 
.02 /.32 
.31 .29 (.85) .31 (.81)  .47 .50 (.95) .43 (.92) 
 
Note. PR: Problem Recognition, DS: Distress, LP: perceived Legal Pressure, CT: perceived Costs of Treatment, 
ST: perceived Suitability of Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in the Treatment.  
a
 Slope estimates from the regression of the scores of the TMS-F scale on those of the SD scale in the low-SD 
(before slash) and high-SD group (behind slash). 
b
 Cronbach’s alpha for the therapist ratings between parentheses. 
 TMS-F, influence of social desirability 
  125
5.4.4 Conclusion Study 3 
The purpose of Study 3 was to evaluate the effect of deliberate Impression Management 
(IM) on the validity of the TMS-F. It was tested for the presence of four implications of an 
invalidating effect of IM on the TMS-F. Three implications are differences between the 
subsamples of respondents with a strong versus weak tendency for IM with respect to the 
scale means, the factorial structure of the questionnaire, and correlations with observational 
measures. The fourth implication the strengthening effect of correcting the TMS-F scores 
for the influence of IM on correlations with observational measures of related concepts. 
The results were inconsistent. One of the four implications of an invalidating effect of IM 
was observed while the other three were not or only to a marginal degree.  
First, the means of the TMS-F scales were found differ substantially between respon-
dents with a high versus low level of IM. As expected, the differences were larger for the 
MET, OE, and ST scales than for the LP and CT scales. Contrary to expectations, however, 
a higher level of IM was related to the reporting of less distress and less problem 
recognition, although distress and problem recognition are considered desirable by 
therapists. Part of the explanation for these unexpected results could be that most PR and 
DS items involve a dilemma for impression managers. For example in the case of the PR 
item I must learn to cope with certain situations, otherwise it might go wrong again, they 
have to choose between minimizing their behavioral problem, which is regarded as highly 
undesirable by therapists, and admitting that they are more or less dangerous. The DS items 
may imply a similar dilemma for impression managers. Reporting distress resulting from 
psychopathology, demoralization, social problems, or general dissatisfaction with life might 
create the impression of an intrinsic motivation but also the impression of fragility and 
inevitability of the treatment. Patients might want to avoid the latter impression if they 
believe that this will lead to a longer treatment, or because it is at odds with the self-
sufficiency standards of their own subculture.  
Second, the factorial structure of the TMS-F was only marginally affected by the level of 
IM. Models with the same number of factors and the same items loading on the same 
factors to the same degree fitted the TMS-F data from high-IM and low-IM patients. 
Although the hypothesis of an invariant pattern of correlations among the scales across the 
two subsamples had to be rejected, the differences were relatively minor, and there was no 
tendency towards lowered discriminant validities in the sample of respondents with a 
higher level of IM.  
Third, most correlations between the scores of TMS-F scales and observational criterion 
measures were higher in the sample of respondents with a lower level of IM, suggesting 
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that IM might have reduced the validity of the TMS-F scales. However, most differences 
were small.  
Finally, correcting the scores on the TMS-F scales for IM had no consistent effect on the 
correlations with observational criterion. In some cases, it enhanced, in other cases it 
reduced, and in still other cases it did not affect the correlations with observational criterion 
measures. 
An explanation for these seemingly contradictory results can be found in the light of a 
lasting and controversial debate concerning the validity of the construct of social desirabili-
ty, which is often referred to as ‘substance versus style’ (McCrae & Costa, 1983; Nicholson 
& Hogan, 1990; Smith & Ellingson, 2002). The style interpretation of SD, which is 
typically adopted in the field of offender treatment (Andrews & Meyer, 2003; Edens et al., 
2001; Kroner & Weekes, 1996; Nieberding et al., 2002), implies that SD is a response style 
that contaminates the validity of self-report measures. Correlations between the scores on a 
particular content scale and an SD scale are interpreted as the influence of a SD response 
bias on the content measure. Consequently, controlling for the influence of SD would have 
to enhance the validity of the content measure. However, the latter is rarely observed in 
spite of moderate correlations between scores on SD scales and content scales in various 
areas of research. By contrast, correlations of content scales with criterion measures were 
more often found to decrease than to increase when the effect of SD was partialled out 
(Borkenau & Ostendorf, 1992; Kozma & Stones, 1987; McCrae & Costa, 1983). This gave 
rise to the substance interpretation of social desirability, according to which SD represents 
a substantive trait rather than a confounding variable, which introduces error variance in 
self-report measures. It has consistently been found that well-adapted people have higher 
scores on SD scales and that characteristics such as neuroticism, self-consciousness, 
emotional stability, hostility, and impulsiveness have moderate negative correlations with 
SD scores (McCrae & Costa, 1983; Ones, Viswesvaran, & Reiss, 1996). Because well-
adapted people have also been found to have positively biased self-images and to avoid 
negative thoughts (Hogan, 1991), the higher scores of well-adjusted people might reflect 
unrealistically positive self-evaluations (substance) rather than a response bias (style). 
Therefore, McCrae and Costa (1983) suggest that SD scales should be relabeled as ‘social 
adjustment’ scales. If it is true that the correlation between an SD scale and a content scale 
reflects common substantive variance (e.g. social adjustment), the baby is thrown out with 
the bathwater when the part of the variance of the content scale that is accounted for by the 
SD scale is partialled out from correlations with criterion measures. This would explain 
why the correlations with criterion measures decrease rather than increase.  
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The results of the present study are largely in accordance with the substance inter-
pretation of social desirability. First, if the SD scale has substantive overlap with the TMS-
F scales, splitting the sample on the basis of the SD-scores necessarily results in differences 
between the subsamples with respect to the means of the TMS-F scales. Such substantive 
overlap would also explain the unexpected negative correlations of the SD scale with the 
DS and PR scales (see Table 5.1, section 5.3.2)). After all, the same positively biased self-
image and avoidance of negative thoughts that contributes to the high scores on the SD 
scale is also likely to reduce distress and the perception of having a problem. Second, if the 
SD scale largely assesses substance, which overlaps with the concepts measured by the 
TMS-F scales, no differences between the subsamples are to be expected with respect to the 
factorial structure of the TMS-F and the correlations of the TMS-F scales with observa-
tional criteria, because the subsamples differ with respect to the means of the TMS-F scales 
and not with respect to the amount variance due to SD response bias. Third, because the SD 
scale does not represent error variance, partialling out the effect of SD has no effect on the 
validity of the TMS-F scores. Fourth, as was to be expected if the SD-scores primarily 
represent social adjustment, as was suggested by McCrea and Costa (1983), the low-SD 
group contained substantially more patients with psychotic disorders, addictions, and strong 
characteristics of personality disorders (see Table 5.2). Finally, the substance interpretation 
of social desirability can also explain the seemingly contradictory finding from Study 2, 
that expert raters indicated that impression management would result in reporting more 
problem recognition, while the negative correlations between the scores of the PR items 
and score of the SD scale implied the opposite. If the SD scale largely represents a positive 
biased self-image and avoidance of negative thoughts, it makes sense that high-scorers on 
the SD scale present less problems and thus obtain lower PR scores. In contrast, the expert 
raters indicated how deliberate impression managers and not patients with a positively 
biased self-perception would respond to the PR items.  
 Nevertheless, some support for the response style interpretation of SD comes from the 
slightly lower correlations of the scores on TMS-F scales with criterion measures in the 
high-SD subsample, and from the fact that the majority of the correlations of the TMS-F 
scales with observational criteria were not reduced when the effect of SD was partialled 
out, which – as mentioned earlier – was the case in other studies.  
If SD – at least partly – represents a substantive component of personality, this sheds a 
different light on the higher proportion of sexual offenders with young victims in the high-
SD and of violent offenders in the low-SD group. From the point of view that SD is a self-
serving response bias, this would be interpreted as evidence that sexual offenders have a 
stronger tendency to present themselves in a favorable light. However, the present results 
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suggest that the variance of the SD scale can largely be attributed to characteristics, with 
respect to which pedophile sexual offenders and violent offenders differ. McCrae and Costa 
(1983) found substantial negative correlations between scores on SD scales and measures 
of impulsiveness and hostility, which means that more impulsive and more hostile 
individuals have lower scores on the SD scales. Thus, the overrepresentation of violent 
offenders in the low-SD and of pedophiles in the high-SD group might be attributable to the 
higher level of impulsiveness and hostility in the former group.  
In conclusion, this study adds to the considerable body of research that indicates that SD 
at least partly represents a valid component of personality rather than a response bias. SD of 
forensic psychiatric outpatients, as measured by the SD scale of the TMS-F, is negatively 
related to distress and the recognition of having a psychological or behavioral problem, and 
is positively related to optimism concerning the effect of the treatment, satisfaction with the 
treatment, and willingness to make efforts for the treatment. The present results provide no 
substantial evidence that IM response bias notably attenuates the validity of the TMS-F 
scores.  
 
5.5 GENERAL DISCUSSION 
The purpose of the studies reported in this chapter was to develop and validate a scale 
that allows to assess the respondent’s tendency to present himself in an unduly favorable 
light and to evaluate the extent to which this response style invalidates the scores of the 
other TMS-F scales. The results of Study 1 demonstrated that the 15-item Social 
Desirability (SD) scale generates sufficiently homogeneous and reliable scores to justify the 
use of the sum score of the scale.  
However, Study 2 and Study 3 produced apparently contradictory results. While in Study 
2, a validity coefficient was obtained which seemed to support the validity of the SD scale 
as measure for IM, Study 3 provided evidence that the scores of the SD scale do not repre-
sent a response bias but rather a substantive dimension of personality. This contradiction 
casts doubts on the validity of the ratings by clinicians that were used as measure for the 
susceptibility of the TMS-F items to IM in Study 2. Recall that, because the clinicians could 
only reliably rate the direction of a possible influence of IM on the scores of the TMS-F 
items but not the extent to which IM would actually take place, the level of agreement 
among the raters concerning the direction of the influence of IM on the scores of the TMS-
F items was taken as a measure for the susceptibility of the item for IM. However, the 
unreliability of the ratings of the extent to which IM is likely to occur might also reflect that 
the actual effect of IM on the scores of the TMS-F items is considered small, although there 
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is no doubt in which direction IM would influence the scores if it had any effect. This 
interpretation would be in accordance with the conclusion from Study 3 that IM had little 
influence on the TMS-F scores.  
It is not surprising that ratings of the direction of a theoretical effect of IM on the scores 
of the TMS-F items parallel the correlations of the item scores with the scores of the SD 
scale, even if this scale, as was discussed in the previous section, largely represents a 
substantive dimension, which can roughly be labeled as neuroticism versus social 
adjustment and which is related to a positively biased self-image. After all, a high level of 
IM and a positively biased self-image are both likely to be related to the concepts under-
lying the TMS-F scales in the same direction. For example, a positively biased self-image is 
likely to result in less distress and less self-consciousness and thus in lower DS scores. In 
the same vein, impression managers are also likely to present themselves as less distressed 
and more self-assured than they actually are. Similarly, a positively biased self-image and 
IM can both be expected to result in the presentation of more optimism and thus higher OE 
scores. 
In conclusion, the results from the present studies provide evidence that deliberate 
impression management does not appreciably invalidate the scores of the various TMS-F 
scales. Using the SD scale to correct the scores of the other TMS-F scales does no harm to 
the validity of those scores but neither enhances the validity and can therefore not be 
recommended.  
Two qualifications have to be made to this conclusion. First, it is possible that IM has 
not sufficiently been aroused because anonymity of the test scores was guaranteed in the 
written information about the study that was handed out to the participants. Respondents 
might be less honest when they expect more incentives from faking good. However, there 
are two reasons to believe that the results would not have been much different in a less 
confidential testing situation. First, according to the personnel that administered the 
questionnaire, the information folder was rarely read. Therefore, most participants were 
probably not aware of the confidential status of the test scores. Second, and more 
importantly, the results of the present study closely correspond with what has consistently 
been found in other fields of research. In the context of personnel selection, for example, 
the factorial structures of various personality questionnaires were found to be invariant 
across samples of applicants with low versus high scores on social desirability scales 
(Ellingson, Smith, & Sacket, 2001), correlations with criterion measures were similar in 
samples with different levels of IM (Hough, Eaton, Dunnette, Kamp, & McCloy, 1990; 
Ones et al., 1996), and statistically partialling out the influence of IM did not enhance the 
correlations with criterion measures (Hough et al., 1990; Ones et al., 1996). Although job 
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applicants are likely to differ from offenders in many respects, there can be no doubt that, 
like offenders, they are highly motivated to present themselves in a favorable light, and 
there is also ample evidence that, like offenders (Genderau, Irvine, & Knight, 1973; Posey 
& Hess, 1984), they are able to distort their scores on self-report measures in the desired 
direction when instructed to do so (Ellingson et al., 1999; Furnham & Craig, 1987; Hough 
et al., 1990).  
The second qualification that has to be made is that the fact that no appreciable IM 
response bias was found with the 15-item SD scale used in the present study, does not 
necessarily imply that no such bias exists. However, in a considerable number of studies 
with a variety of other populations essentially the same results as in the present study were 
obtained with many other social desirability scales, which were constructed according to 
different rationales during almost half a century (Borkenau & Ostendorf, 1992; Hough et 
al., 1990; McCrae & Costa, 1983; Ones et al., 1996; Smith & Ellingson, 2002). Although it 
remains possible that a not yet measurable influence of IM will once be detected with still 
another measure, this does not seem very likely.  
As far as we know, Study 3 is the first systematic evaluation in the field of offender 
treatment of the extent to which the validity of a self-report measure is invalidated by IM. 
Therefore, it seems too early to conclude with confidence that IM poses no threat to the 
validity of the TMS-F, let alone of self-report measures in the field of offender treatment in 
general. For example, it is conceivable that IM biases the scores of a particular subgroup of 
respondents (e.g. psychopaths) or in particular situations (e.g. preceding a trial). A general 
rehabilitation of self-report in the forensic psychiatry certainly requires more research. 
Nevertheless, the present results demonstrate that generally dismissing self-report measures 
in the forensic psychiatry as being invalid unless the scores are corrected for IM (e.g. 
Ruiter, 2000) is not justified. 
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6.1 Introduction 
In the previous chapters, the psychometric properties of the TMS-F were evaluated using 
raw sum scores of the TMS-F scales. However, raw scores of an individual respondents 
cannot be interpreted without additional information. Such information can either be the 
scores of other respondents, or expectancies about the respondent’s performance with 
respect to criteria of interest. The former kind of information enables a norm-referenced, 
the latter a criterion-referenced interpretation. A criterion-referenced interpretation is most 
appropriate when the criterion has highly relevant and non-arbitrary levels such as ‘pass’ 
versus ‘fail’, ‘relapse’ versus ‘no relapse’, ‘premature drop-out’ versus ‘treatment comple-
tion’. Because no such information about the relationship of TMS-F scores with relevant 
criteria is available yet, the interpretation of TMS-F scores has to be norm-referenced. 
 
6.1.1 Scaling 
To enable a norm-referenced interpretation, the raw sum score of the TMS-F scales have 
to be converted into scale scores (American Psychological Association, American Educa-
tional Research Association, & National Council on Measurement In Education, 1999), 
which indicate the respondent’s standing within the reference population. The process of 
converting raw scores to scale scores is called scaling. Frequently applied conversions are 
those to percentile scores and normalized scores. Percentile scores indicate the percentage 
of subjects in the reference population with a lower score and are thus easily interpretable. 
A disadvantage of percentile scores is that they reduce differences in the tails of the 
distribution that may be of practical importance and amplify differences near the mean. For 
example, the difference between the percentiles 95 and 97 often represents the same 
difference in raw scores as that between the percentiles 50 and 60. Furthermore, many 
statistical analyses are based on assumptions that are not satisfied by percentile scores, 
which by definition have a uniform distribution. Normalized scores are slightly more 
difficult to interpret but have several advantages. They enable to compare scores on 
different scales and, they can be used for most statistical analyses. Furthermore, normalized 
scores can readily be converted into percentile scores. For example, scores one respectively 
two standard deviations above the mean correspond with percentile scores of about 84 and 
98, respectively. When interpreting normalized scores, it has to be taken into account that 
the distribution differs from that of the original raw scores to the extent that the latter depart 
from normality. For example, if the raw scores are highly skewed to the left, the 
normalizing transformation spreads out the scores at the right and compress those at the left 
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tail of the distribution. Normalized scores are often transformed into so-called T-scores, 
which have a mean of 50 and a standard deviation of 10.  
 
6.1.2 Requirements for a Norm Sample 
Norm samples must be representative for the target population of a test. The target 
population of the TMS-F consists of all patients of forensic psychiatric outpatient treatment 
centers in the Netherlands who satisfy the following criteria:  
! More than 16 years of age; 
! Having participated in at least three treatment sessions; 
! At least one treatment session scheduled within three weeks; 
! Termination of the treatment not planned within next eight weeks; 
! Ability to read and understand simple Dutch sentences. 
Ideally, a norm sample is be a random sample from the target population. However, this 
was not the case for the norm sample of the TMS-F. The way of recruiting participants may 
have introduced two kinds of selection bias. Because participation was voluntary for 
patients, self-selection bias may have occurred. In addition, selection bias may have 
occurred because patients had to be recruited by their therapists. Although therapists were 
instructed to approach all patients who met the inclusion criteria summarized above, 
certainly not all therapists strictly followed this instruction. Because self-selection as well 
as therapist-selection is likely to reduce the proportion of less motivated, resistant, and non-
cooperative patients, these patients may be underrepresented in the norm sample. A likely 
consequence of the biases are higher scores on the Problem Recognition (PR), perceived 
Suitability of the Treatment (ST), Outcome Expectancy (OE), and Motivation to Engage in 
the Treatment (MET) scales than would have been obtained in a representative sample.  
Although no information is available about the part of the target population that was not 
included in the norm sample, an indirect estimate of the extent to which selection biases 
have in fact occurred can be obtained. In one of the participating treatment centers, special 
efforts were made to recruit all patients from the target population. This resulted in a much 
higher participation rate than in all other treatment centers. If selection biases actually 
undermined the representativeness of the sample, the PR, ST, OE, and MET scores can be 
expected to be lower in the subsample of patients from the treatment center with the high 
participation rate.  
A norm sample must be of sufficient size to obtain accurate estimates of the scale scores. 
On the basis of published recommendations, Evers, Van Vliet-Mulder, and Groot (2000) 
regard sample sizes larger than 300 as good when test scores are used for general 
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descriptive purposes, evaluations of the treatment process, or therapy indications, and as 
sufficient when the scores are used for irreversible decisions such as discharge from the 
treatment.  
 
6.1.3 Differentiation of Norm Groups 
It is possible that the score of the various TMS-F scales differ between subpopulations, 
such as different types of offenders, males versus females, or voluntary versus court-
mandated patients. If this is the case, separate scale scores could be reported to enable test 
users to interpret the scores of a patient in comparison with the particular subpopulation to 
which the patient belongs. On the other hand, if the score distributions for the 
subpopulations do not differ substantially, differentiated scale scores make no sense.  
6.2 The Norm Sample 
The norm sample is the same as the one used in Study 2 of Chapter 3. It consists of 376 
patients from 6 treatment sites. The data were collected between September 2002 and 
September 2003. 
 
6.2.1 Participation Rate 
In one of the treatment sites, only 11 of the 214 patients who were approached by their 
therapists (5.1 percent) refused to participate. (The data of two other patients were excluded 
from the analyses because of large numbers of missing scores due to skipped pages). It is 
more difficult to determine the number of patients who were missed because they were not 
approached by their therapists. In 3 cases (1.4 percent), the therapist did not approach the 
patient because he expected that the patient would refuse to participate anyway. Between 5 
and 10 patients (2.2 to 4.7 percent) were not approached. In most of these cases, the 
therapist had postponed approaching the patient until the patient had either terminated the 
treatment or satisfied an exclusion criterion (e.g. treatment termination planned within eight 
weeks or less than one treatment session scheduled within three weeks). The exact number 
of patients who should have been but were not approached cannot be given because it was 
not always clear whether or not a respondent met all inclusion criteria. For example, in 
several cases a treatment module with weekly sessions was in the termination stage and the 
remaining treatment consisted of only one monthly session. In other cases it was not clear 
whether the patient was still in treatment but failed to attend to treatment sessions or had 
actually dropped out of the treatment. Taken together, approximately 90 percent of the 
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patients of this treatment center who belonged to the target population were included in the 
norm sample. 
The participation rates in the other five treatment centers can only be estimated but are 
definitely much lower. For example, one treatment center of a similar size as the one with 
the 90 percent participation rate contributed 101 patients. This suggests that the participa-
tion rate in this center was lower than 50 percent. In three treatment centers, only patients in 
group therapy were approached, either because these patients were more readily recruited 
or because a large proportion of the patients in individual therapy were already included in 
an earlier sample (see Chapter 3, Study 1). The participation rate of the patients in group 
therapy in these treatment centers was in the range between 40 and 60 percent. In many 
cases, the members of a therapy group almost collectively participated or refused to 
participate. Another major reason for non-participation in these treatment centers was 
absence on the day of test administration. Taken together, the participation rate in the five 
treatment centers is estimated at 50 percent with probably overrepresentation of patients in 
group therapy.  
 
6.2.2 Patient Characteristics 
In Table 6.1, sample characteristics are reported for the whole sample as well as for the 
subsamples of patients from the treatment site with the high participation rate (Site 1) and 
the other treatment sites (Sites 2 – 5). As can be seen, the norm sample predominantly 
consists of males with a Dutch cultural background and with strong characteristics of a 
personality disorder. Similar proportions of the patients are sexual offenders and violent 
offender without sexual motives. About half of the treatments are provided on a voluntary 
basis. Overall, the figures are similar to those reported by Plemper (2001) for the 
population of forensic psychiatric outpatients in 1999. The main differences are that the 
present sample contains more voluntary patients and more patients without known offence. 
The latter category was not distinguished by Plemper at all. These differences may be due 
to a shift of the population of the patient population of the treatment centers between 1999 
and 2003. For a major part, the tremendous growth of the population of forensic outpatients 
(see Chapter 1, paragraph 1.1) can be attributed to new categories of patients, such as 
spouse batterers and aggressive mentally disturbed individuals who are difficult to treat in 
non-forensic mental health institutions. These patients often did not yet commit offences 
and are thus treated on a voluntary basis.  
As can be seen from Table 6.1, the two subsamples with different participation rates 
mainly differ in two respects. The subsample with the high participation rate (Site 1) con-
tains more violent offenders and more patients in the initial stage of their treatment. The 
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latter is due to the fact that in this treatment center the period of data collection was longer. 
In the last months of the data collection mainly new patients were approached.  
 
Table 6.1: Patient characteristics in the total norm sample and in the subsamples with high 
versus low participation rates 
 Total sample Site 1 Sites 2-5 
N  376  200  176 
Participation rate 
 ± 65  ± 90  ± 50 
Age   
 Average years (S.D.) 
   
 36.3 (11.2) 
 
 36.8 (11.1) 
 
 35.7 (11.3) 
Gender 
 Male 
 
 89.9  
 
 88.5  
 
 91.5  
Ethnicity 
 Both parents Dutch nationality 
 At least one parent Asian (incl. Turkish),    
African, or  South American nationality 
 
 90.2 
  
 8.8 
 
 91.0 
 
 9.0 
 
 89.2 
 
 10.8 
Type offence 
 Sexual offence 
   Victim < 16 years  
   Victim ≥ 16 years 
 Violent offence (no sexual or material motive) 
 Miscellaneous (incl. burglary, stalking, arson) 
 No known offence 
 
 31.4 
 22.1 
   9.3 
 36.8 
 14.9 
 16.8 
 
 32.0 
 23.0 
   9.0 
 41.5 
 14.0 
 12.5 
 
 30.8 
 21.1 
   9.7 
 31.4 
 16.0 
 21.7 
Legal pressure 
 Court mandated 
 Voluntary  
 Not yet sentenced 
 
 51.3 
 46.0 
 2.7 
 
 52.0 
 45.0 
 3.0 
 
 50.5 
 47.2 
 2.3 
Time in treatment  
 3 months or less 
 4 – 9 months 
 10 – 18 months 
 more than 18 months 
 
 37.0 
 30.3 
 20.2 
 12.5 
 
 43.5 
 24.5 
 17.0 
 15.0 
  
 29.5 
 36.9 
 23.9 
 9.7 
Psychopathology  
 Psychosis 
 Strong characteristics of personality disorder  
   Cluster B  
   Other 
(N = 343) 
 8.2 
 82.3 
 47.2 
 34.1 
(N = 197) 
 7.1 
 79.2 
 43.7 
 35.5 
(N = 146) 
 9.6 
 84.3 
 52.1 
 32.2 
 
Note. With the exception of the category ‘Age’ all entries indicate percentages. 
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Table 6.2: Distribution of raw sum scores of the TMS-F scales in the total norm sample and in 
the subsamples with high (Site 1) and low (Site 2 – 5) participation rates  
Scale Statistic Total sample 
(N = 376) 
Site 1 
(N = 200) 
Sites 2 – 5 
(N = 176) 
Mean / S.D. 32.50 / 7.76 32.59 / 8.15 32.40 / 7.30 
Skewness -0.68 -0.59 -0.83 
Problem Recognition (PR) 
Kurtosis 0.07 -0.25 0.57 
Mean / S.D. 27.11 / 8.83 26.94 / 9.21 27.31 / 8.40 
Skewness -0.06 -0.05 -0.07 
Distress (DS) 
Kurtosis -0.84 -0.95 -0.68 
Mean / S.D. 24.00 / 9.36 23.63 / 9.48 24.44 / 9.22 
Skewness 0.15 0.15 0.15 
Perceived Legal Pressure 
(LP)  
Kurtosis -1.00 -1.01 -1.00 
Mean / S.D. 32.85 / 6.91 32.57 / 7.02 33.16 / 6.79 
Skewness -0.38 -0.29 -0.48 
Perceived Costs of the 
Treatment (CT) 
Kurtosis -0.33 -0.56 0.02 
Mean / S.D. 18.12 / 4.07 17.98 / 4.16 18.27 / 3.97 
Skewness -0.44 -0.34 -0.55 
CT Aversiveness 
Kurtosis -0.19 -0.48 0.25 
Mean / S.D. 14.73 / 3.84 14.59 / 3.92 14.89 / 3.75 
Skewness -0.50 -0.50 -0.49 
CT Sacrifices 
Kurtosis -0.38 -0.41 -0.34 
Mean / S.D. 35.67 / 6.72 35.49 / 7.03 35.88 / 6.36 
Skewness -0.92 -0.92 -0.89 
Perceived Suitability of the 
Treatment (ST) 
Kurtosis 1.01 0.91 1.13 
Mean / S.D. 33.89 / 7.46 34.04 / 7.64 33.73 / 7.28 
Skewness -0.43 -0.44 -0.43 
Outcome Expectancy (OE) 
Kurtosis -0.52 -0.60 -0.38 
Mean / S.D. 51.65 / 12.39 52.92 / 13.12 50.31 / 11.39 
Skewness -0.19 -0.27 -0.18 
Motivation to Engage in the 
Treatment (MET) 
Kurtosis -0.26 -0.33 -0.16 
Mean / S.D. 27.50 / 7.03 27.83 / 7.25 27.13 / 6.78 
Skewness -0.21 -0.23 -0.21 
MET Commitment 
Kurtosis -0.69 -0.74 -0.61 
Mean / S.D. 12.11 / 4.26 12.78 / 4.47 11.35 / 3.89 
Skewness 0.05 -0.12 0.15 
MET Disclosure 
Kurtosis -0.77 -0.83 -0.61 
Mean / S.D. 12.04 / 3.59 12.22 / 3.84 11.84 / 3.27 
Skewness -0.10 -0.20 0.02 
MET Efforts between 
sessions 
Kurtosis -0.36 -0.50 -0.14 
Mean / S.D. 46.56 / 9.63 46.53 / 10.35 46.60 / 8.77 
Skewness 0.15 0.26 -0.05 
Social Desirability response 
bias (SD) 
Kurtosis -0.12 -0.06 -0.44 
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6.3 Descriptive Statistics 
Distributions of the raw sum scores of the TMS-F scales are reported in Table 6.2 for the 
whole norm sample and the subsamples with high and low participation rates. As can be 
seen, several distributions are moderately skewed to the left with the largest skewness 
observed for the ST scale. 
 
6.3.1 The Influence of Selection Bias 
As can be seen from Table 6.2, the distributions of the TMS-F scores in the subsamples 
with high versus low participation rates are similar. For none of the scales, the means differ 
when tested by a two-tailed Student t-tests at a 95 percent significance level and Bonferroni 
corrections. Moreover, the largest difference (for the MET scale) was not in the direction 
that would have been expected if selection biases had reduced the proportion of 
unmotivated patients. This provides evidence that the effect of selection biases on the 
composition of the norm sample is limited.  
 
6.3.2 Differences Between Subpopulations of Patients 
Means and standard deviations of the sum scores of the TMS-F scales for various 
categories of patients are reported in Table 6.3. The by far largest differences were found 
for the scores of LP scale between court-mandated and voluntary patients and between 
offenders and non-offenders. These differences are in accordance with expectations because 
objective legal pressure, which of course is related to having committed offences, is the 
main source of the perception of legal pressure. A number of other differences are of 
moderate size but might have occurred by chance given the large number of comparisons. 
No differences at all were found between male and female patients and between patients in 
different stages of the treatment.  
The primary question is whether in addition to scale scores for the whole population, 
separate scale scores should be provided for different subpopulations. For three reasons it 
was decided not to do so. First, with the aforementioned exception, the differences of the 
scores among the various subpopulations are only small to moderate and may largely be 
due to chance. Second, given the size of the present sample, differentiated norms would 
result in too small norm groups and thus unstable estimates. Finally, differentiated scale 
scores are most important when the meaning and predictive values of the same scores differ 
between subpopulations, such as in the case of scores of cognitive capacity tests in 
populations of children of different ages. However, this is unlikely to be the case in the 
present situation. For example, differences between the MET scores of psychotic and non-
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psychotic patients are likely to represent real differences in motivation to engage in the 
treatment and to predict differences in actual treatment engagement. Separate scale scores 
for both groups would level out such meaningful information. 
 
Table 6.3: Means and standard deviations of TMS-F scores in various categories of patients 
Split variable Category N PR DS LP CT ST OE MET SD 
Male 338 32.5a 
7.8 b 
27.2 
8.8 
24.1 
9.4 
32.8 
6.9 
35.5 
6.7 
33.8 
7.4 
51.7 
12.5 
46.3 
9.6 
Gender 
Female 38 32.2 
7.8 
26.1 
9.0 
23.1 
8.9 
33.6 
7.2 
37.3 
6.7 
35.2 
8.2 
51.1 
11.6 
48.6 
9.9 
Dutch 339 32.8 
7.7 
27.3 
8.9 
23.7 
9.4 
32.7 
6.9 
35.7 
6.7 
33.9 
7.6 
52.2 
12.4 
46.5 
9.7 
Ethnicity 
Other 37 29.8 
8.1 
25.4 
8.3 
26.6 
8.3 
33.9 
6.8 
35.0 
6.7 
33.4 
6.4 
46.6 
11.1 
47.2 
8.7 
No 63 34.0 
6.3 
31.0 
7.7 
17.3 
7.1 
33.4 
6.9 
34.2 
7.4 
31.8 
8.0 
51.5 
11.1 
44.6 
8.7 
Sexual;  
victim ≤ 16 
83 31.1 
7.2 
25.1 
8.0 
26.8 
8.8 
30.1 
6.5 
35.9 
6.7 
36.3 
7.2 
55.4 
11.4 
50.5 
9.6 
Sexual;  
victim > 16  
35 31.9 
8.4 
24.5 
8.6 
27.6 
9.2 
31.5 
8.9 
36.6 
7.2 
35.3 
7.1 
52.9 
13.3 
48.8 
8.8 
Violence 138 32.6 
8.6 
27.2 
9.3 
25.3 
9.1 
34.3 
6.3 
35.8 
6.7 
33.2 
7.3 
49.3 
13.4 
44.7 
9.1 
Type of  
offence 
Miscellaneous 56 32.8 
7.2 
27.0 
9.0 
21.8 
9.2 
33.8 
6.3 
36.3 
5.7 
33.8 
6.8 
51.6 
10.8 
46.2 
10.8 
No 173 34.0 
6.8 
29.3 
8.2 
18.7 
7.7 
33.5 
7.2 
35.8 
7.0 
33.1 
7.8 
50.8 
13.0 
43.7 
8.8 
Legal 
pressure 
Various 203 31.2 
8.3 
25.3 
8.9 
28.6 
8.2 
32.3 
6.6 
35.6 
6.5 
34.6 
7.1 
52.4 
12.4 
49.0 
9.7 
< 4 months 139 32.5 
7.6 
26.9 
9.0 
24.9 
8.8 
33.3 
7.1 
35.6 
6.2 
34.2 
6.9 
52.8 
12.5 
46.8 
9.9 
4 – 9 months 114 32.0 
8.00 
28.3 
8.3 
23.0 
10.0 
31.9 
6.8 
34.8 
6.9 
32.9 
7.7 
50.2 
11.8 
46.3 
9.9 
10 – 18 months 76 32.4 
7.9 
26.7 
8.3 
24.0 
9.0 
32.4 
6.6 
35.8 
7.0 
34.1 
7.2 
51.8 
11.6 
47.0 
9.9 
Time in  
treatment 
> 18 months 47 33.8 
7.3 
25.6 
10.2 
23.6 
9.9 
34.7 
6.9 
37.6 
7.3 
35.0 
9.0 
51.5 
14.6 
45.7 
7.5 
No 315 32.6 
7.7 
26.8 
8.8 
23.8 
9.4 
32.9 
6.8 
35.9 
6.6 
34.3 
7.3 
52.2 
12.3 
46.9 
9.6 
Psychosis 
(N = 343) 
Yes 28 32.4 
7.8 
29.0 
8.9 
25.0 
9.4 
35.0 
6.8 
34.8 
7.2 
30.5 
7.9 
46.1 
12.0 
46.1 
9.8 
No 64 31.2 
7.1 
26.6 
8.0 
24.8 
8.7 
33.6 
6.8 
36.5 
6.3 
34.6 
6.9 
51.6 
10.3 
49.2 
10.0 
Cluster B 162 33.5 
7.8 
28.7 
8.6 
22.8 
8.9 
33.1 
6.6 
35.0 
6.5 
32.6 
7.3 
50.3 
13.0 
43.7 
8.9 
Personality 
Disorder 
(N = 343) 
Other 117 32.0 
7.8 
25.0 
9.1 
24.7 
10.2 
32.5 
7.0 
36.5 
7.0 
35.5 
7.8 
53.3 
12.3 
49.8 
9.1 
a
 Upper value: Mean sum score; b Lower value: Standard deviation of the sum score. 
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6.4 Norm Tables  
The norm tables 6.4.1 – 6.4.10 provide three scale scores for every observed score, a 
percentile score and two kinds of normalized scores.  
 
6.4.1 Percentile Scores 
The percentile score corresponding with an observed score, X = x , indicates the 
proportion of sample cases with a lower score than x. Half of the cases with score x are 
assigned to the group with lower values than x. Percentile scores are computed according to 
the formula 100)/( ×= Nrperc xx , where xr  is the rank of x in the sample of size N, which 
is 376 in the present case.  
 
6.4.2 Normalized Scale Scores  
Usually, observed scores are transformed into normalized standard scores. Common 
scales for normalized standard scores are the T-scale, which has a mean of 50 and a 
standard deviation of 10, and a scale with a mean of 100 and standard deviation of 15. A 
drawback of conducting standardizations in this way is that the reliability of the test is not 
taken into account (Laros & Tellegen, 1988). Observed scores contain a reliable component 
and a measurement error component, which constitute true score variance and error 
variance, respectively. Standardizing the scores in such a way that the observed variance is 
fixed, results in standardized scores that contain less true score variance the less reliable the 
test is. If the variance of the true score component differs between test with different relia-
bilities, the same true score value has a different meaning for different test in spite of the 
standardization, which makes thorough comparisons between true scores on different tests 
impossible. For example, if the observed scores are converted to T-scores, a true score of 
55 corresponds with percentile scores of 71 and 77 for two tests with reliabilities of .90 and 
.70, respectively. Comparisons between the true scores of individual respondents on 
different TMS-F scales, require that the distributions of the true scores rather than those of 
the observed scores were standardized, as proposed by Laros and Tellegen (1988) and 
recommended by the Committee On Test Affairs Netherlands (COTAN, Evers et al., 2000). 
The mean of the distribution of true scores was set to the value of 50 and the standard 
deviation to the value of 10. Applying the procedure and terminology of Laros and Tellegen 
(1988), two kinds of standardized scores were computed, Norm scores and Latent scores. 
Norm scores and Latent scores have the same mean (i.e. 50) but different standard 
deviations. They are derived in different ways and used for different purposes.  
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6.4.2.1 Norm scores 
The variance of the Norm scores, var(N), equals the sum of the constant true score 
variance, var(T), which is 100 by definition, and the error variance, var(E), which depends 
on the reliability, rXX', of the scale. Estimates of the reliability, which is defined as 
var(T)/var(N), are reported in Chapter 3 (see Table 3.5). The standard deviation and the 
standard error of measurement of the Norm scores are 
' '
/ 10 /N T XX XXr rσ σ= =  and 
'''
/)1(101 XXXXXXNE rrr −=−= σσ , respectively. Laros and Tellegen (1988) summarized 
the difference between norm scores and conventional standard scores as follows: “In 
standard scores the observed variance is constant and the variance of the reliable 
component is dependent on the reliability. In norm scores, conversely, the variance of the 
reliable component is constant and the variance of the observed scores is dependent on the 
reliability” (p. 61).  
 To obtain Norm scores, the observed scores are first converted to approximately 
standard normal Z-scores applying the formula ( 3 / 8) /( 1/ 4)X XZ r N= − + , where rX is the 
case rank and N is the number of cases (Blom, 1958). The Z-scores are then converted to 
standard scores, XS , with a mean of 50 and a standard deviation of 10 by 5010+×= xx ZS . 
Finally, Norm scores are computed by 
'
/)50(50 XXxx rSN −+=  (see Laros & Tellegen, 1988, 
formula 7.5). 
Norm scores are used for testing hypotheses concerning differences between true scores 
at an individual level (see Section 6.5). They are not suited as estimates for individual true 
scores because they take more extreme values the less reliable the test is.  
 
6.4.2.2 Latent scores 
Latent scores, L, are used as estimates of the true scores of individuals. Latent scores are 
the mean true scores of all respondents with the same observed score. They are estimated 
by regression from the Norm scores as )(
' NxXXNx NrL µµ −+= )50(50 ' −+= xXX Nr , 
where the mean of the Norm scores, Nµ , is 50 by definition. The accuracy of this estimate 
of the true score is indicated by the standard error of estimation, which is calculated as 
' '
1 10 1est T XX XXr rσ σ= − = −  (see Laros & Tellegen, 1988, p. 63). With the standard error 
of estimation, a probability interval, 
estx ZL σα ×± , can be determined, which contains the 
true score corresponding with x with a probability determined by α. The 80 percent 
probability intervals corresponding with a Z-value of 1.282 are listed in the Tables 6.4.1 – 
6.4.10.  
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A remark has to be made concerning the effect of the normalization on the reliability of 
the scores. The conversion of observed scores into normally distributed scores is a 
nonlineair transformation and thus can affect the reliability of the scores. Therefore, it could 
be argued that it is incorrect to use a reliability estimate obtained for the observed scores to 
compute confidence intervals for individual scores from the normalized distribution. How-
ever, this practice seems defensible for the following reason. Classical test theory has been 
criticized for making the strong assumption that the reliability, and the standard error of 
measurement derived from it, is uniform for all scores of a scale (e.g. Embretson & Reise, 
2000). Estimating the reliability for each level of a trait, as is possible in item response 
theory, reveals that the reliability is generally higher for scores near the mean than in the 
tails of the distribution. Therefore, the uniform reliability estimate for the whole scale tends 
to overestimate the reliability of extreme scores and to underestimate the reliability of 
medium scores. In a distribution that is skewed to the left, as is the case for most scales of 
the TMS-F, the empirical reliability is likely to be lower – and thus more overestimated – 
for scores at the low end than for scores at the high end of the distribution. When 
normalizing the skewed scores, the scores in the long left tail of the distribution are 
compressed, that is, differences among low scores are reduced, while scores in right tail are 
spread out, which amplifies differences between high scores. By doing so, the normalizing 
transformation in fact reduces the reliability of the low scores and enhances that of the high 
scores, thereby counteracting the differential misrepresentation of the reliability at different 
score levels by the uniform reliability estimate.   
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Table 6.4:  Conversion of raw sum scores of the TMS-F scales and subscales into percentile 
scores, Norm scores, and Latent scores  scores with 80 percent probability intervals
Social Desirability response bias (SD) 
 
X percx N L (80%) 
15* 0.0 14.0 20.6 (15.4 – 25.8) 
16* 0.1 15.0 21.4 (16.2 – 26.6) 
17* 0.1 16.0 22.1 (16.9 – 27.3) 
18* 0.2 16.5 22.4 (17.2 – 27.6) 
19* 0.2 17.0 22.7 (17.5 – 27.9) 
20* 0.3 17.4 23.0 (17.8 – 28.2) 
21 0.3 17.8 23.3 (18.1 – 28.5) 
22 0.5 21.2 26.1 (20.9 – 31.3) 
23* 0.6 21.8 26.6 (21.4 – 31.8) 
24* 0.7 22.4 27.1 (21.9 – 32.3) 
25 0.8 23.0 27.6 (22.3 – 32.9) 
26 1.3 25.3 29.5 (24.2 – 34.8) 
27 2.1 27.5 31.3 (26.1 – 36.6) 
28 2.7 28.6 32.2 (27.0 – 37.5) 
29 3.2 29.5 33.0 (27.7 – 38.3) 
30 3.9 30.5 33.8 (28.5 – 39.1) 
31 4.8 31.6 34.7 (29.5 – 40.0) 
32 5.9 32.7 35.6 (31.4 – 42.0) 
33 7.3 34.0 36.7 (31.4 – 42.0) 
34 9.3 35.4 37.9 (32.6 – 43.2) 
35 11.6 36.8 39.1 (33.8 – 44.3) 
36 13.8 38.0 40.0 (34.8 – 45.3) 
37 16.4 39.2 41.0 (35.8 – 46.3) 
38 19.4 40.5 42.1 (36.8 – 47.4) 
39 22.1 41.5 43.0 (37.7 – 48.2) 
40 25.0 42.6 43.8 (38.5 – 49.1) 
41 28.7 43.8 44.9 (39.6 – 50.1) 
42 32.9 45.1 45.9 (40.7 – 51.2) 
43 37.0 46.3 46.9 (41.7 – 53.3) 
44 41.0 47.5 47.9 (42.6 – 53.2) 
45 45.1 48.6 48.8 (43.6 – 54.1) 
 
 
 
 
 
 
X percx N L (80%) 
46 49.3 49.8 49.8 (44.5 – 55.1) 
47 54.0 51.1 50.9 (45.6 – 56.2) 
48 58.4 52.3 51.9 (46.6 – 57.2) 
49 62.4 53.4 52.8 (47.6 – 58.1) 
50 65.6 54.4 53.6 (48.3 – 58.9) 
51 68.1 55.1 54.3 (49.0 – 69.5) 
52 71.1 56.1 55.0 (49.8 – 60.3) 
53 74.5 57.2 56.0 (50.7 – 61.2) 
54 77.3 58.2 56.8 (51.5 – 62.0) 
55 79.1 58.8 57.3 (52.1 – 62.6) 
56 81.8 59.9 58.2 (52.9 – 63.5) 
57 85.6 61.6 59.6 (54.4 – 64.9) 
58 88.6 63.1 60.9 (55.6 – 66.2) 
59 90.3 64.2 61.7 (56.5 – 67.0) 
60 92.3 65.5 62.9 (57.6 – 68.2) 
61 93.8 66.7 63.9 (58.6 – 69.1) 
62 94.3 67.2 64.3 (59.0 – 69.5) 
63 95.2 68.1 65.0 (59.8 – 70.3) 
64 96.4 69.5 66.2 (60.9 – 71.5) 
65 97.2 70.7 67.2 (61.9 – 72.5) 
66 97.7 71.7 68.0 (62.7 – 73.3) 
67* 98.0 72.4 68.6 (63.3 – 73.9) 
68 98.4 73.1 69.2 (63.9 – 74.5) 
69* 99.0 73.9 69.9 (64.6 – 75.2) 
70 98.9 74.7 70.5 (65.2 – 75.8) 
71 99.2 75.7 71.3 (66.0 – 76.6) 
72* 99.4 76.7 72.2 (66.9 – 77.5)  
73 99.6 77.8 73.1 (67.8 – 78.4) 
74* 99.8 80.0 75.0 (69.7 – 80.3) 
75 99.9 82.2 76.8 (71.5 – 82.0) 
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Problem Recognition (PR) 
 
X percx N L (80%) 
9* 0.2 16.6 21.4 (16.7 – 26.0) 
10 0.4 20.5 24.4 (19.7 – 29.0) 
11 0.8 23.6 27.1 (22.4 – 31.1) 
12 1.1 24.9 28.2 (23.5 – 32.8) 
13 2.0 27.7 30.7 (26.0 – 35.3) 
14 3.1 29.8 32.4 (27.8 – 37.1)  
15 3.6 30.6 33.1 (28.5 – 37.7) 
16 4.3 31.4 33.8 (29.2 – 38.5) 
17 4.9 32.2 34.5 (29.9 – 39.1) 
18 6.1 33.3 35.5 (30.9 – 40.2) 
19 7.5 34.4 36.5 (31.8 – 41.1) 
20 8.1 34.9 36.9 (32.3 – 41.6) 
21 9.7 36.0 37.8 (33.2 – 42.5) 
22 11.3 37.0 38.7 (34.0 – 43.3) 
23 12.6 37.7 39.3 (34.7 – 43.9) 
24 14.2 38.5 40.0 (35.3 – 44.6) 
25 15.4 39.0 40.5 (35.8 – 45.1) 
26 18.0 40.1 41.4 (36.8 – 46.1) 
27 21.0 41.3 42.5 (37.8 – 47.1) 
28 24.3 42.5 43.4 (38.8 – 48.1) 
29 28.6 43.9 44.7 (40.1 – 49.3) 
30 32.9 45.2 45.8 (41.2 – 50.5) 
31 37.8 46.6 47.1 (42.4 – 51.7) 
32 43.8 48.3 48.5 (43.9 – 53.1) 
33 49.3 49.8 49.8 (45.2 – 54.5) 
34 53.9 51.0 50.9 (46.2 – 55.5) 
35 58.0 52.1 51.8 (47.2 – 56.5) 
36 63.3 53.6 53.1 (48.5 – 57.8) 
37 68.0 55.0 54.3 (49.7 – 59.0) 
38 72.7 56.4 55.6 (51.0 – 60.2) 
39 78.5 58.4 57.3 (52.7 – 61.9) 
40 82.5 59.9 58.6 (54.0 – 63.3) 
41 86.6 61.8 60.3 (55.6 – 64.9) 
42 91.0 64.3 62.4 (57.7 – 67.0) 
43 94.2 66.7 64.5 (59.8 – 69.1) 
44 96.8 69.6 67.1 (62.4 – 71.7) 
45 99.1 74.6 71.4 (66.7 – 76.0) 
 
Distress (DS) 
 
X percx N L (80%) 
9 0.8 24.2 26.6 (22.7 – 30.5) 
10 2.0 28.2 30.2 (26.3 – 34.2) 
11 2.8 29.7 31.7 (27.7 – 35.6) 
12 3.6 31.0 32.7 (28.8 – 36.7) 
13 5.5 33.1 34.7 (30.7 – 38.6) 
14 8.2 35.3 36.7 (32.8 – 40.6) 
15 11.0 37.1 38.3 (34.4 – 42.2) 
16 13.3 38.3 39.4 (35.4 – 43.3) 
17 15.6 39.3 40.3 (36.4 – 44.2) 
18 19.0 40.7 41.6 (37.7 – 45.5) 
19 22.6 42.1 42.8 (38.9 – 46.7) 
20 25.1 42.9 43.6 (39.7 – 47.5) 
21 27.7 43.7 44.3 (40.4 – 48.3) 
22 30.6 44.6 45.1 (41.2 – 49.1) 
23 33.9 46.6 46.0 (42.1 – 49.9) 
24 36.8 46.4 46.8 (42.8 – 50.7) 
25 39.8 47.2 47.5 (43.6 – 51.4) 
26 44.0 48.4 48.5 (44.6 – 52.5) 
27 48.1 49.5 49.5 (45.6 – 53.5) 
28 51.6 50.4 50.4 (46.4 – 54.3) 
29 55.9 51.5 51.4 (47.4 – 55.3) 
30 60.5 52.8 52.5 (48.6 – 56.4) 
31 64.9 54.0 53.6 (49.7 – 57.5) 
32 68.2 54.9 54.5 (50.6 – 58.4) 
33 71.1 55.8 55.3 (51.3 – 59.2) 
34 75.1 57.1 56.4 (52.5 – 60.3) 
35 78.9 58.4 57.6 (53.7 – 61.5) 
36 82.6 59.8 58.9 (54.9 – 62.8) 
37 85.9 61.2 60.2 (56.3 – 64.1) 
38 88.8 62.7 61.5 (57.6 – 65.4) 
39 91.5 64.3 63.0 (59.0 – 66.8) 
40 93.0 65.3 63.9 (60.0 – 67.8) 
41 94.4 66.6 65.0 (61.1 – 68.9) 
42 96.1 68.2 66.5 (62.6 – 70.4) 
43 97.3 70.0 68.2 (64.2 – 72.1) 
44 98.3 71.8 69.8 (65.8 – 73.7) 
45 99.3 75.2 72.8 (68.9 – 76.7) 
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perceived Legal Pressure (LP) 
 
X percx N L (80%) 
9 3.0 29.5 32.7 (27.6 – 37.8) 
10 7.1 33.9 36.4 (31.4 – 41.5) 
11 8.6 35.1 37.4 (32.4 – 42.5) 
12 10.2 36.1 38.3 (33.2 – 43.4) 
13 14.4 38.4 40.2 (35.1 – 45.3) 
14 18.6 40.2 41.8 (36.7 – 46.9) 
15 21.0 41.2 42.6 (37.5 – 47.6) 
16 24.1 42.3 43.5 (38.4 – 48.6) 
17 28.7 43.9 44.8 (39.8 – 49.9) 
18 33.0 45.2 45.9 (40.9 – 51.0) 
19 36.6 46.2 46.8 (41.8 – 51.9) 
20 39.6 47.1 47.6 (42.5 – 52.6) 
21 41.2 47.6 47.9 (42.9 – 53.0) 
22 43.4 48.1 48.4 (43.4 – 53.5) 
23 46.3 49.0 49.1 (44.1 – 54.2) 
24 49.7 49.9 49.9 (44.8 – 55.0) 
25 53.7 51.0 50.8 (45.8 – 56.9) 
26 57.3 52.0 51.7 (46.6 – 56.7) 
27 60.4 52.8 52.4 (47.3 – 57.5) 
28 64.6 54.1 53.4 (48.4 – 58.5) 
29 68.9 55.3 54.5 (49.4 – 59.6) 
30 71.5 56.2 55.2 (50.1 – 60.3) 
31 74.1 57.0 55.9 (50.8 – 61.0) 
32 76.9 57.9 56.7 (51.6 – 61.8) 
33 79.9 59.1 57.7 (52.6 – 62.7) 
34 82.6 60.2 58.6 (53.5 – 63.6) 
35 84.7  61.1 59.4 (54.3 – 64.4) 
36 87.0 62.2 60.3 (55.2 – 65.3) 
37 89.8 63.7 61.6 (56.5 – 66.6) 
38 92.4 65.5 63.1 (58.0 – 68.1) 
39 94.6 67.3 64.6 (59.5 – 69.7) 
40 96.3 69.2 66.2 (61.1 – 71.3) 
41 97.5 71.0 67.7 (62.6 – 72.8) 
42 98.4 72.9 69.3 (64.3 – 74.4) 
43 99.1 75.0 71.1 (66.0 – 76.1) 
44 99.5 76.8 72.6 (67.5 – 77.7) 
45 99.9 79.9 75.3 (70.2 – 80.3) 
 
perceived Costs of the Treatment (CT) 
 
X percx N L (80%) 
9 0.3 18.1 23.0 (18.0 – 28.0) 
10* 0.3 18.2 23.1 (18.1 – 28.1) 
11* 0.3 18.7 23.4 (18.4 – 28.3) 
12* 0.4 19.4 24.0 (19.0 – 29.0) 
13* 0.4 20.4 24.8 (19.8 – 29.7) 
14 0.5 21.5 25.8 (20.8 – 30.7) 
15 0.8 23.3 27.4 (22.4 – 32.3) 
16 1.1 24.6 28.4 (23.5 – 33.4) 
17 1.5 26.0 29.7 (24.7 – 34.6) 
18 2.0 27.5 30.9 (25.9 – 35.8) 
19 2.8 29.1 32.2 (27.3 – 37.2) 
20 3.9 30.7 33.6 (28.6 – 38.6) 
21 5.6 32.6 35.3 (30.3 – 40.2) 
22 7.9 34.6 36.9 (31.9 – 41.9) 
23 9.7 35.8 38.0 (33.0 – 43.0) 
24 11.7 37.0 39.0 (34.0 – 44.0) 
25 14.4 38.4 40.2 (35.2 – 45.1) 
26 17.4 39.8 41.3 (36.4 – 46.3) 
27 20.6 41.1 42.4 (37.4 – 47.4) 
28 24.6 42.5 43.6 (38.7 – 48.6) 
29 28.6 43.8 44.8 (39.8 – 49.7) 
30 33.4 45.3 46.0 (41.0 – 51.0) 
31 38.7 46.9 47.3 (42.4 – 52.3) 
32 43.0 48.0 48.3 (43.4 – 53.3) 
33 47.3 49.2 49.4 (44.4 – 54.3) 
34 53.6 50.9 50.8 (45.8 – 55.8) 
35 60.4 52.8 52.4 (47.4 – 57.4) 
36 65.7 54.3 53.7 (48.7 – 58.7) 
37 70.2 55.7 54.9 (49.9 – 59.8) 
38 73.9 56.9 55.9 (50.9 – 60.8) 
39 77.7 58.2 57.0 (52.0 – 61.9) 
40 82.3 60.0 58.5 (53.5 – 63.5) 
41 87.4 62.3 60.5 (55.5 – 65.5) 
42 91.4 64.7 62.5 (57.5 – 67.4) 
43 94.2 66.9 64.3 (59.3 – 69.3) 
44 97.1 70.3 67.2 (62.2 – 72.2) 
45 99.5 76.7 72.7 (67.7 – 77.6) 
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perceived Suitability of the Treatment (ST) 
 
X percx N L (80%) 
9* 0.2 15.0 19.1 (15.0 – 23.2) 
10* 0.3 18.1 21.5 (17.4 – 25.6) 
11 0.4 20.9 24.0 (19.9 – 28.1) 
12 0.8 24.0 26.7 (22.6 – 30.9) 
13* 0.9 24.4 27.1 (23.0 – 31.3) 
14* 1.0 24.9 27.5 (23.4 – 31.7) 
15 1.1 25.3 27.9 (23.7 – 32.0) 
16 1.3 26.2 28.7 (24.6 – 32.9) 
17* 1.6 27.2 29.5 (25.4 – 33.7) 
18 2.0 28.1 30.4 (26.2 – 34.5) 
19 2.9 29.8 32.0 (27.8 – 36.1) 
20 3.5 30.7 32.7 (28.5 – 36.8) 
21 4.3 31.7 33.6 (29.5 – 37.8) 
22 5.2 32.7 34.5 (30.4 – 38.7) 
23 5.6 33.1 34.9 (30.7 – 39.0) 
24 6.1 33.6 35.3 (31.2 – 39.5) 
25 6.8 34.1 35.8 (31.7 – 40.0) 
26 8.2 35.3 36.8 (32.7 – 40.9) 
27 10.0 36.4 37.8 (33.7 – 42.0) 
28 11.6 37.3 38.6 (34.5 – 42.8) 
29 13.8 38.5 39.7 (35.5 – 43.8) 
30 17.2 39.9 41.0 (36.8 – 45.1) 
31 20.7 41.3 42.3 (38.1 – 46.4) 
32 24.9 42.8 43.5 (39.4 – 47.7) 
33 30.3 44.5 45.1 (41.0 – 49.2) 
34 36.4 46.3 46.7 (42.5 – 50.8) 
35 42.7 48.0 48.2 (44.1 – 52.4) 
36 47.7 49.4 49.4 (45.3 – 53.6) 
37 52.9 50.7 50.7 (46.5 – 54.8) 
38 59.2 52.4 52.2 (48.0 – 56.3) 
39 65.3 54.1 53.7 (49.5 – 57.8) 
40 71.1 55.9 55.2 (51.1 – 59.4) 
41 76.6 57.6 56.8 (52.7 – 61.0) 
42 81.8 59.5 58.5 (54.4 – 62.7) 
43 86.6 61.6 60.4 (56.3 – 64.5) 
44 90.7 63.9 62.4 (58.3 – 66.6) 
45 96.4 68.8 66.8 (62.7 – 71.0) 
 
Outcome Expectancy (OE) 
 
X percx N L (80%) 
9* 0.0 12.0  16.5 (12.1 – 20.9) 
10* 0.1 14.0 18.3 (13.9 – 22.7)  
11* 0.2 15.9 20.0 (15.6 – 24.4) 
12* 0.2 17.5 21.4 (17.0 – 25.8) 
13* 0.3 18.9 22.5 (18.1 – 26.9) 
14* 0.4 20.5 24.0 (19.7 – 28.4) 
15 0.5 22.0 25.3 (20.9 – 29.7) 
16 1.3 26.1 28.9 (24.5 – 33.3) 
17 2.5 29.0 31.5 (27.1 – 35.9) 
18 3.5 30.5 32.8 (28.4 – 37.2) 
19 4.0 31.2 33.4 (29.0 – 37.8) 
20 4.9 32.3 34.4 (30.0 – 38.8) 
21 6.0 33.3 35.3 (30.9 – 39.7) 
22 7.2 34.4 36.2 (31.8 – 40.6) 
23 9.0 35.7 37.4 (33.0 – 41.8) 
24 11.3 37.1 38.6 (34.2 – 43.0) 
25 13.6 38.2 39.6 (35.2 – 44.0) 
26 16.1 39.4 40.7 (36.3 – 45.1) 
27 18.6 40.5 41.6 (37.2 – 46.0) 
28 21.5 41.6 42.6 (38.2 – 47.0) 
29 25.8 43.0 43.9 (39.5 – 48.3) 
30 29.7 44.3 45.0 (40.6 – 49.4) 
31 34.2 45.6 46.1 (41.7 – 50.5) 
32 39.8 47.2 47.5 (43.1 – 51.9) 
33 43.8 48.3 48.5 (44.1 – 52.9) 
34 47.2 49.2 49.3 (44.9 – 53.7) 
35 52.3 50.6 50.5 (46.1 – 54.9) 
36 56.9 51.8 51.6 (47.2 – 56.0) 
37 62.2 53.3 52.9 (48.5 – 57.3) 
38 67.4 54.8 54.2 (49.8 – 58.6) 
39 71.1 55.9 55.2 (50.8 – 59.6) 
40 75.3 57.2 56.4 (52.0 – 60.8) 
41 79.5 58.7 57.7 (53.3 – 62.1) 
42 83.2 60.2 59.0 (54.6 – 63.4) 
43 87.0 61.9 60.5 (56.1 – 64.9) 
44 92.0 64.9 63.1 (58.7 – 67.5) 
45 97.3 70.3 67.9 (63.5 – 72.3) 
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Motivation to Engage in the Treatment 
(MET) 
 
X percx N L (80%) 
16* 0.2 19.3 21.9 (18.2 – 25.6) 
17 0.4 21.3 23.7 (20.0 – 27.4) 
18 0.8 24.3 26.5 (22.8 – 30.2) 
19* 0.9 24.7 26.8 (23.1 – 30.1) 
20* 1.0 25.0 27.0 (23.3 – 30.7) 
21 1.1 25.6 27.6 (23.9 – 31.3) 
22 1.5 26.9 28.9 (25.2 – 32.6) 
23* 1.7 27.6 29.5 (25.8 – 32.2) 
24 2.0 28.3 30.1 (26.4 – 33.8) 
25 2.5 29.4 31.1 (27.4 – 34.8) 
26 2.9 30.1 31.8 (28.0 – 35.5) 
27 3.2 30.5 32.1 (28.4 – 35.8) 
28 3.6 31.1 32.6 (28.9 – 36.4) 
29 4.0 31.6 33.1 (29.4 – 36.8) 
30 4.3 31.9 33.4 (29.7 – 37.1) 
31 4.7 32.3 33.8 (30.1 – 37.5) 
32 5.6 33.3 34.7 (31.0 – 38.4) 
33 7.2 34.6 35.9 (32.2 – 39.6) 
34 8.5 35.6 36.8 (33.1 – 40.5) 
35 9.4 36.2 37.4 (33.7 – 41.1) 
36 11.0 37.2 38.2 (34.5 – 41.9) 
37 12.9 38.1 39.1 (35.4 – 42.3) 
38 14.2 38.8 39.7 (36.0 – 43.4) 
39 15.8 39.5 40.4 (36.7 – 44.1) 
40 17.8 40.3 41.1 (37.4 – 44.8) 
41 19.6 41.0 41.8 (38.0 – 45.5) 
42 21.5 41.7 42.4 (38.7 – 46.1) 
43 24.3 42.7 43.3 (39.6 – 47.0) 
44 26.9 43.5 44.1 (40.4 – 47.8) 
45 29.5 44.3 44.8 (41.1 – 48.5) 
46 32.6 45.3 45.7 (41.9 – 49.4) 
47 35.0 45.9 46.3 (42.6 – 50.0) 
48 37.1 46.5 46.8 (43.1 – 50.5) 
 
 
 
 
X percx N L (80%) 
49 40.0 47.3 47.6 (43.8 – 51.3) 
50 43.5 48.3 48.4 (44.7 – 52.1) 
51 46.3 49.0 49.1 (45.4 – 52.8) 
52 49.2 49.8 49.8 (46.1 – 53.5) 
53 53.5 50.9 50.8 (47.1 – 54.5) 
54 57.9 52.0 51.9 (48.2 – 55.6) 
55 61.0 52.9 52.7 (48.9 – 56.4) 
56 63.8 53.7 53.4 (49.6 – 57.1) 
57 66.9 54.5 54.1 (50.4 – 57.9) 
58 70.4 55.5 55.1 (51.4 – 58.8) 
59 73.5 56.5 56.0 (52.3 – 59.7) 
60 76.1 57.4 56.7 (53.0 – 60.4) 
61 77.8 57.9 57.3 (53.6 – 61.0) 
62 78.9 58.3 57.6 (53.9 – 61.3) 
63 80.2 58.8 58.1 (54.4 – 61.8) 
64 81.8 59.4 58.6 (54.9 – 62.3) 
65 83.2 60.0 59.2 (54.2 – 63.3) 
66 85.0 60.8 59.8 (56.1 – 63.6) 
67 87.0 61.7 60.7 (57.0 – 64.4) 
68 89.1 62.8 61.7 (58.0 – 65.4) 
69 90.7 63.7 62.6 (58.9 – 66.3) 
70 92.4 64.9 63.6 (59.9 – 67.3) 
71 94.7 66.7 65.3 (61.6 – 69.0) 
72 96.4 68.6 67.0 (63.3 – 70.8) 
73 97.3 69.9 68.3 (64.5 – 72.0) 
74 97.9 70.9 69.1 (65.4 – 72.8) 
75 98.5 72.0 70.2 (66.5 – 73.9) 
76 98.9 73.5 71.5 (67.8 – 75.2) 
77* 99.2 74.6 72.5 (68.7 – 76.2) 
78 99.5 75.7 73.5 (69.8 – 77.2) 
79 99.9 78.7 76.3 (72.6 – 80.0) 
80* 100 81.7 79.1 (75.4 – 82.8) 
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Subscales of the perceived Costs of the Treatment (CT) scale
 
Subscale Aversiveness 
 
X percx N L (80%) 
5 0.3 15.5 25.0 (18.3 – 31.8) 
6 0.5 19.1 27.7 (20.9 – 34.4) 
7 0.8 21.1 29.1 (22.4 – 35.8) 
8 1.5 24.0 31.2 (24.5 – 38.0) 
9 2.3 26.2 32.8 (26.1 – 39.5) 
10 3.6 28.7 34.6 (27.8 – 41.3) 
11 5.5 31.0 36.3 (29.6 – 43.0) 
12 7.7 33.2 37.8 (31.1 – 44.6) 
13 11.4 35.8 39.7 (33.0 – 46.5) 
14 16.5 38.5 41.7 (34.9 – 48.4) 
15 22.7 41.2 43.6 (36.9 – 50.4) 
16 30.2 43.9 45.6 (38.8 – 52.3) 
17 37.6 46.3 47.3 (40.6 – 54.0) 
18 45.7 48.7 49.1 (42.3 – 55.8) 
19 54.9 51.4 51.0 (44.3 – 57.8) 
20 64.0 54.2 53.0 (46.3 – 59.7) 
21 73.9 57.5 55.4 (48.7 – 62.2) 
22 82.5 60.9 57.9 (51.1 – 64.6) 
23 88.0 63.7 59.9 (53.2 – 66.7) 
24 93.4 67.5 62.7 (55.9 – 69.4) 
25 98.1 74.1 67.4 (60.7 – 74.2) 
 
 
Subscale Sacrifices 
 
X percx N L (80%) 
4 0.4 18.5 26.1 (19.8 – 32.3) 
5 1.2 23.7 30.0 (23.8 – 36.3) 
6 2.5 27.4 32.8 (26.5 – 39.1) 
7 3.9 29.6 34.5 (28.2 – 40.8) 
8 6.1 32.2 36.5 (30.2 – 42.8) 
9 9.3 34.8 38.4 (32.1 – 44.7) 
10 12.1 36.5 39.8 (33.5 – 46.0) 
11 16.9 39.0 41.6 (35.3 – 47.9) 
12 23.9 41.8 43.8 (37.5 – 50.1) 
13 31.9 44.6 45.9 (39.6 – 52.2) 
14 40.6 47.2 47.9 (41.6 – 54.2) 
15 49.5 49.8 49.9 (43.6 – 56.1) 
16 59.4 52.7 52.1 (45.8 – 58.3) 
17 68.8 55.6 54.2 (47.9 – 60.5) 
18 75.5 57.9 56.0 (49.7 – 62.3) 
19 83.2 61.0 58.3 (52.1 – 64.6) 
20 94.2 67.8 63.5 (57.3 – 69.8) 
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Subscales of the Motivation to Engage in the Treatment (MET) scale
 
Subscale Commitment 
X percx N L (80%) 
8 0.3 17.8 23.3 (18.0 – 28.5) 
9 0.5 21.2 26.1 (20.8 – 31.4) 
10 0.8 23.0 27.6 (22.3 – 32.9) 
11* 1.0 24.0 28.4 (23.1 – 33.7) 
12 1.2 24.9 29.1 (23.8 – 34.4) 
13 2.0 27.1 31.1 (25.8 – 36.4) 
14 3.1 29.3 32.8 (27.5 – 38.1) 
15 4.0 30.6 33.9 (28.7 – 39.2) 
16 5.5 32.3 35.3 (30.0 – 40.6 
17 7.5 34.1 36.8 (31.5 – 42.1) 
18 10.0 35.9 38.3 (33.0 – 43.5) 
19 12.8 37.5 39.6 (34.3 – 44.9) 
20 15.8 39.0 40.8 (35.6 – 46.1) 
21 20.0 40.7 42.3 (37.0 – 47.6) 
22 24.1 42.2 43.6 (38.3 – 48.8) 
23 28.7 43.8 44.9 (39.6 – 50.1) 
24 33.9 45.4 46.2 (40.9 – 51.5) 
25 38.3 46.7 47.3 (42.0 – 52.5) 
26 41.9 47.7 48.1 (42.8 – 53.4) 
27 45.9 48.8 49.0 (43.8 – 54.3) 
28 50.9 50.2 50.2 (44.9 – 55.5) 
29 55.9 51.6 51.3 (46.0 – 56.6) 
30 60.6 52.9 52.4 (47.2 – 57.7) 
31 65.2 54.2 53.5 (48.2 – 58.8) 
32 69.8 55.7 54.7 (49.4 – 60.0) 
33 74.5 57.2 56.0 (50.7 – 61.2) 
34 78.7 58.7 57.2 (51.9 – 62.5) 
35 83.5 60.6 58.8 (53.5 – 64.1) 
36 88.2 62.9 60.7 (55.4 – 66.0) 
37 91.1 64.7 62.2 (56.9 – 67.5) 
38 93.6 66.6 63.8 (58.5 – 69.0) 
39 95.5 69.7 66.4 (61.1 – 71.6) 
40 98.9 74.7 70.5 (65.2 – 75.8) 
 
 
Subscale Disclosure 
X percx N L (80%) 
4 2.3 27.8 31.6 (26.3 – 37.0) 
5 5.6 32.4 35.5 (30.1 – 40.8) 
6 8.8 35.0 37.6 (32.3 – 43.0) 
7 12.2 37.1 39.4 (34.0 – 44.7) 
8 18.1 39.9 41.7 (36.3 – 47.0) 
9 26.3 43.0 44.2 (38.9 – 49.6) 
10 33.0 45.1 46.0 (40.6 – 51.3) 
11 40.7 47.4 47.8 (42.5 – 53.2) 
12 50.9 50.2 50.2 (44.8 – 55.5) 
13 59.3 52.6 52.1 (46.8 – 57.5) 
14 66.5 54.6 53.8 (48.5 – 59.2) 
15 73.7 56.9 55.7 (50.5 – 61.1) 
16 79.5 59.0 57.5 (52.1 – 62.8) 
17 84.7 61.2 59.3 (53.9 – 64.6) 
18 88.8 63.3 61.0 (55.7 – 66.3) 
19 93.1 66.2 63.4 (58.0 – 68.7) 
20 97.9 72.0 68.2 (62.8 – 73.5) 
Subscale Efforts between Sessions 
X percx N L (80%) 
4 1.5 23.6 31.6 (24.5 – 38.6) 
5 4.0 28.9 35.3 (28.2 – 42.3) 
6 6.3 31.5 37.1 (30.1 – 44.2) 
7 8.1 33.2 38.3 (31.2 – 45.3) 
8 13.0 36.5 40.6 (33.5 – 47.6) 
9 21.1 40.4 43.3 (36.2 – 50.3) 
10 28.7 43.2 45.3 (38.2 – 52.3) 
11 38.0 46.3 47.4 (40.4 – 54.5) 
12 49.5 49.8 49.9 (42.8 – 56.9) 
13 60.1 53.0 52.1 (45.1 – 59.2) 
14 70.2 56.3 54.4 (47.4 – 61.4) 
15 78.3 59.3 56.5 (49.5 – 63.5) 
16 85.4 62.5 58.7 (51.7 – 65.8) 
17 91.8 66.5 61.5 (54.5 – 68.6) 
18 95.6 70.2 64.1 (57.1 – 71.2) 
19 97.7 73.6 66.5 (59.4 – 73.5) 
20 99.2 78.0 69.5 (62.5 – 76.6) 
 
Note. X: raw sum score, percX: percentile score, N: Norm score, L(80%): Latent score with boundaries of the 80 
percent probability interval between parentheses. 
*
 value was not observed in norm sample (values for percX, N, and L were derived by interpolation). 
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6.5 Evaluation of Differences Between Norm Scores 
Test users may want to know whether differences between individual test scores reflect 
true differences. To answer this question, the null hypothesis that an observed difference is 
due to measurement error is tested using the Norm scores. Analogous to Laros and Tellegen 
(1988), four kinds of null hypotheses are distinguished: (a) the hypothesis that the true 
score of a respondent A on TMS-F scale i, tAi, does not differ from a hypothetical value, t': 
0)',( =∆ tt Ai ; (b) the hypothesis that the true scores of respondent A on the scales i and j do 
not differ: 0),( =∆ AjAi tt ; (c) the hypothesis that the true scores of respondent A on scale i 
on two successive administrations do not differ: 0),( )2()1( =∆ AiAi tt ; and (d) the hypothesis 
that the true scores of the respondents A and B on scale i do not differ: 0),( =∆ BiAi tt . 
In case (a), the null hypothesis is rejected if ασ Ztn EAi >∆ /)',( , where nAi is the Norm 
score of respondent A on scale i, and Zα defines the significance level of the test. In the 
cases (b) to (d), the standard error of the difference between the two Norm scores, 
),( 21 nn∆ , is calculated as 2 2(1) (2)E Eσ σ σ∆ = + . Analogous to case (a), the null hypothesis 
is rejected if ασ Znn >∆ ∆/),( 21 .  
In general, a hypothesis concerning the direction of the differences should be specified 
before conducting a significance test. In all cases (a) to (d), significance levels of five and 
ten percent correspond with Z
.05 = 1.645 and Z.10 = 1.282, respectively, when one-sided 
tests are applied. A qualification has to be made with respect to comparisons between the 
scores of the same respondent on several scales (case b). Even if the SD scale and the 
subscales of the CT and MET scales are not taken into account, there are 21 combinations 
of scales. Consequently, the chance that null-hypotheses are falsely rejected is large when 
scores are compared without a priori hypotheses. 
In Table 6.5, critical values for )',( tnAi∆ and ),( 21 nn∆ are reported, above which the 
differences are statistically significant at 95 and 90 percent significance levels when one-
sided tests are applied. In the next section some examples are given on how to use the 
information from this table. Also reported are the standard errors of measurement of the 
Norm scores for each scale, from which the critical values for statistically significant 
differences are computed as described in this section. 
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Table 6.5: Critical values for statistical significance of absolute differences between Norm 
scores of the TMS-F scales 
 σE ∆(nA,t’) ∆(n1,n2) 
 
 
 PR DS LP CT CT1 CT2 ST OE MET MET1 MET2 MET3 SD 
PR 3.88 6.4 a 
5.0 b 
9.0 
7.0 
            
DS 3.22 5.3 
4.1 
8.3 
6.5 
7.5 
5.8 
           
LP 4.32 7.1 
5.5 
9.5 
7.4 
8.9 
6.9 
10.0 
7.8 
          
CT 4.22 6.9 
5.4 
9.4 
7.3 
8.7 
6.8 
9.9 
7.7 
9.8 
7.6 
         
CT1 6.19 10.2 
7.9 
12.0 
9.4 
11.5 
8.9 
12.4 
9.7 
- 14.4 
11.2 
        
CT2 5.63 9.3 
7.2 
11.3 
8.8 
10.7 
8.2 
11.7 
9.1 
- 13.8 
10.7 
13.1 
10.2 
       
ST 3.42 5.6 
4.4 
8.5 
6.6 
7.7 
6.0 
9.1 
7.1 
8.9 
7.0 
11.6 
9.1 
10.8 
9.5 
8.0 
6.2 
      
OE 3.66 6.0 
4.7 
8.8 
6.8 
8.0 
6.2 
9.3 
7.2 
9.2 
7.2 
11.8 
9.2 
11.1 
8.6 
8.2 
6.4 
8.5 
6.6 
     
MET 3.03 5.0 
3.9 
8.1 
6.3 
7.3 
5.7 
8.7 
6.8 
8.5 
6.6 
11.3 
8.8 
10.5 
8.2 
7.5 
5.9 
7.8 
6.1 
7.0 
5.5 
    
MET1 4.53 7.4 
5.8 
9.8 
7.6 
9.1 
7.1 
10.3 
8.0 
10.2 
7.9 
12.6 
9.8 
11.9 
9.3 
9.3 
7.3 
9.6 
7.5 
- 10.5 
8.2 
   
MET2 4.56 7.5 
5.8 
9.8 
7.7 
9.2 
7.2 
10.3 
8.0 
10.2 
8.0 
12.6 
9.9 
11.9 
9.3 
9.4 
7.3 
9.6 
7.5 
- 10.6 
8.2 
10.6 
8.3 
  
MET3 6.59 10.8 
8.4 
12.6 
9.8 
12.1 
9.4 
13.0 
10.1 
12.9 
10.0 
14.9 
11.6 
14.3 
11.1 
12.2 
9.5 
12.4 
9.7 
- 13.2 
10.3 
13.2 
10.3 
15.3 
12.0 
 
SD 4.53 7.4 
5.8 
9.8 
7.6 
9.1 
7.1 
10.3 
8.0 
10.2 
7.9 
12.6 
9.8 
11.9 
9.3 
9.3 
7.3 
9.6 
7.5 
9.0 
7.0 
10.5 
8.2 
10.6 
8.2 
13.2 
10.3 
10.5 
8.2 
 
Note. PR: Problem Recognition, DS: Distress, LP: Perceived Legal Pressure, CT: perceived Costs of the 
Treatment, CT1: CT subscale ‘aversiveness’, CT2: CT subscale ‘sacrifices’, ST: perceived Suitability of the 
Treatment, OE: Outcome Expectancy, MET: Motivation to Engage in the Treatment, MET1: MET subscale 
‘commitment’, MET2: MET subscale ‘disclosure’, MET3: MET subscale ‘efforts between sessions’. 
σE : standard error of measurement corresponding with the Norm scores.  
a
 Upper value: critical value for a difference to become statistically significant at a 95 % significance level when a 
one-sided test and at a 90% level when a two-sided test is applied (Z
.05 = 1.645). 
b
 Lower value: critical value for a difference to become statistically significant at a 90 % significance level when a 
one-sided test and at a 80% level when a two-sided test is applied (Z
.10 = 1.282). 
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Example 
Paul is a patient of a forensic psychiatric outpatient treatment center, in which the TMS-
F is administered every six months. Paul’s raw scores of the scales measuring perceived 
Legal Pressure (LP), perceived Suitability of the Treatment (ST), and Motivation to Engage 
in the Treatment (MET) on two successive administrations and the corresponding percentile 
and Norm-scores are listed is Table 6.6. In the period between the two test administrations, 
Paul had missed several treatment sessions. In order to enhance his treatment engagement, 
Paul was warned that further absenteeism would not be accepted. Because Paul knew that 
he might be sent to prison if the clinic would terminate the treatment prematurely, the 
warning might explain the increased LP score at the second administration of the TMS-F.  
 
Table 6.6: Scores of hypothetical patient  
Scale Type score Score 
test 1 
Score 
test 2 
∆(Test1 − Test2
Raw score 28 37 9 
Percentile score 65 90 25 
Perceived Legal 
Pressure 
LP 
Norm-score 54.1 63.7  9.6 
Raw score 40 36 − 4 
Percentile score 71 48 − 23 
Perceived 
Suitability of the 
Treatment 
ST 
Norm-score 55.9 49.4 
 − 6.5 
Raw score 62 58 − 4 
Percentile score 79 70 − 9 
Motivation to 
Engage in the 
Treatment 
MET 
Norm-score 58.3 55.5 
 − 2.8 
 
 
Because scores can differ due to measurement error, it was tested whether the increase of 
Paul’s LP score was likely to represent a real difference. The significance test was based on 
the Norm scores, which had increased by 9.6 points from 54.1 to 63.7. A one-sided test was 
applied because an increase of the LP score had been expected. A 90 percent significance 
level was regarded sufficient because no important decisions were to be based on the result. 
As can be seen from Table 6.5, a Norm score difference of more than 7.8 points on the LP 
scale is significant at a 90 percent significance level when a one-sided test is applied. 
Because in the present case the increase is 9.6 points, it is concluded that Paul perceived 
more legal pressure at the moment of the second administration.  
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Another difference between both test administrations is the decrease of the raw ST score 
from 40 to 36. Because there had been no expectation with respect to the ST score, a two-
sided test is appropriate. As can be seen from Table 6.5, it requires an absolute Norm score 
difference of more than 8.0 points to conclude that the observed difference is not due to 
measurement error. Because the difference in the present case was only 6.5 points, the null-
hypothesis of no difference on the ST scale is not rejected. 
 The increase of the LP score and the decrease of the ST score together resulted in an 
absolute difference between the Norm scores of both scales of 63.7 – 49.4 = 14.3 points at 
the second test administration. As can be seen from Table 6.5, this difference is significant 
even if a two-sided test is applied. The chance to obtain an absolute difference of 14.3 
points or more under the null-hypothesis that there is no difference is only 0.5 percent 
( 2 2( ) ( )14.3 2.60E LP E STz σ σ= + = ; 005.)60.2( =>ZP ).  
The purpose of increasing Paul’s legal pressure was to enhance his motivation to attend 
to the treatment sessions, which is represented by the MET score. However, this aim was 
clearly not achieved, as can be seen from the reduced MET score. Paul’s test scores suggest 
that threat of terminating the treatment may have reduced his satisfaction with the therapist 
and the treatment. This reduced satisfaction may have balanced out a possible enhancing 
effect of the increased external pressure on Paul’s readiness to make efforts for the 
treatment. 
  
  
   
The Treatment Engagement Rating 
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7.1 Introduction 
Every treatment that aims at behavior change requires some kind of behavioral effort 
from the patient. Patients have to attend to and actively participate in the treatment sessions; 
disclose feelings, thoughts, and behavior; make efforts to refrain from problem behavior 
engage in new well-adapted behavior; and endure the psychological strain that results from 
a treatment. The relevance of the patient’s treatment engagement in the field of offender 
treatment is underscored by the fact that it is included in risk assessment instruments, such 
as the HCR-20 (Webster et al., 1997) and the LSI-R (Andrews & Bonta, 1995), as one of 
the factors which are related to the risk of delinquent recidivism. Because of its importance 
for the treatment process and treatment strategy, the engagement of the patient in the 
treatment is typically attended to during periodical evaluations of treatment processes. 
In the literature, a plethora of terms is used for the patient’s behavioral efforts for the 
treatment, such as (non)compliance (Kyngäs et al., 2000; Schmidt & Woolaway-Bickel, 
2000; Seibel & Dowd, 1999; Sung et al., 2001), treatment involvement (Ryan et al., 1995; 
Simpson et al., 1997), (active) participation (Connors et al., 1997; Jenkins Hall, 1994; 
Nelson & Borkowec, 1989), patient basic behavior15 (Schulte, 1996), client-role perfor-
mance (Krause, 1967), and treatment engagement (e.g. Derisley & Reynolds, 2000; Joe, 
Broome, Grace, Rowan-Szal, & Simpson, 2002; Macgowan, 1997). In the following, the 
term treatment engagement (TE) is adopted and – in accordance with Schulte (1997) and 
Krause (1967) – defined as the patient’s desirable or necessary behavioral contribution to 
the treatment. 
In spite of the obvious relevance of the patient’s treatment engagement, it is seldom 
adequately measured, which may partly be due to a lack of instruments for its assessment. 
The purpose of this chapter is to present the Treatment Engagement Rating scale (TER), a 
therapist rating instrument that may help to fill this gap in the field of forensic psychiatric 
outpatient treatment. Because the evaluation of the clinical utility and content validity of 
the instrument is at least partly a question of substantive considerations, the construction 
and the content of the TER are described in some detail before a study is reported that 
addresses the reliability and validity of the instrument.  
It was intended to develop a therapist-rating instrument for TE that satisfies the 
following requirements. First, it had to be widely applicable for all categories of patients 
and by all therapeutic disciplines in forensic outpatient treatment. Second, the administra-
                                                          
15
 in original: “Basisverhalten” 
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tion time had to be short enough to allow for a regular reassessment of TE. Third, the total 
score had to represent the whole content domain of TE, not only a particular category of TE 
such as homework compliance or in-session behavior. This requirement is commonly 
known as content validity of a measure. Finally, the instrument had to be sufficiently 
reliable for drawing conclusions at the level of individual patients. In order to attain these 
objectives, special attention was given to the domain of TE, the construction of the rating 
scales, and the length of the rating period. 
 
7.1.1 Categories of Treatment Engagement  
The choice of behavioral categories to be rated was based on the literature about TE, our 
experience as a therapist in forensic psychiatry, and the judgment of other professionals in 
the field. A considerable number of classifications for the treatment behavior of patients 
have been proposed, some with an encompassing perspective (Krause, 1967; Kyngäs et al., 
2000; Meichenbaum & Turk, 1987; Schulte, 1997), others with a more narrow focus on 
aspects of TE, such as resistance (Chamberlain, Patterson, Reid, Kavanagh, & Forgath, 
1984; Newman, 1994; Otani, 1989; Seibel & Dowd, 1999), or in-session behavior 
(Macgowan, 1997). In spite of differences with respect to terminology, emphasis on 
particular aspects of TE, and boundaries between categories, some patient behaviors are 
highlighted by several authors. In Table 7.1, an overview of categories of TE that emerge in 
more than one classification is provided, and a smaller number of more encompassing 
categories is proposed. 
Some categories of TE are particularly important in the context of outpatient offender 
treatment. First, because the primary goal of the treatment is the prevention of delinquent 
behavior, the patient’s efforts to change his problem behavior and to refrain from behavior 
that increases the risk of relapses are pivotal. A second important issue is open communi-
cation because the delinquent behavior and its cognitive and emotional antecedents are 
typically surrounded by secrecy. Third, because unfavorable social and economical cir-
cumstances constitute a major risk factor for recidivism, it is essential that forensic patients 
make efforts to improve their social-economical situation with respect to job, education, 
housing, social network, or financial situation. Fourth, patients who tend to encumber 
personal relationships with a hostile or contemptuous interpersonal style, must make an 
effort to relate to the therapist in a respectful rather than hostile or contemptuous way. 
Finally, an aspect that is not explicitly mentioned by most authors but nevertheless might be 
a good indicator for TE, is making sacrifices. According to Krause, “the strength of a 
client’s motivation for treatment may be defined as the quantity of costs the client is willing 
to endure to learn and enact the proper role in treatment” (1966, p. 13). Sacrifices for the 
treatment do not only encompass financial costs such as co-payments or traveling costs, but 
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also social costs such as loss of status in the peer group, and psychological costs such as 
quitting with pleasurable behavior and enduring the emotional strain of the treatment.  
 
Tabel 7.1: Categories of treatment engagement in the literature 
Category of treatment engagement Encompassing category 
Attendance a,b,c,d,g,h,i  
Retention versus drop-out a,d  
Punctuality b,e,i 
Participation 
  
Active participation c,d,g,h,i  
Making use of suggestions and interventions by the therapist b,d,j 
In-session engagement 
  
Homework compliance a,d,f  
Efforts to change problem behavior a,d  
Reflecting upon content of sessions b 
Between-session 
engagement 
  
Hostility/devaluation d,f,e,g,j  
Flirtation e,f,g 
Relating to the therapist 
  
Open communication b,d  
(Subtle) avoidance of important issues f,g,j 
Openness 
   
Goal directedness e,h Goal directedness 
 
Note. a (Meichenbaum & Turk, 1987); b (Krause, 1967); c (Kyngäs et al., 2000); d (Schulte, 1997); e (Seibel & 
Dowd, 1999); f (Newman, 1994); g (Otani, 1989); h (Macgowan, 1997); i (Jenkins Hall, 1994); j(Chamberlain et al., 
1984). 
  
These considerations together with the classifications of TE summarized above resulted 
in the inclusion of nine categories of TE in the TER. Most categories consisted of more 
than one separately rated aspects. An additional global rating of the level of TE is included, 
to enable raters to account for aspects of TE that either are not represented by the nine 
categories or deserve more weight in a particular case. An overview of the categories and 
aspects assessed by the TER is provided in Table 7.2. The TER form can be found in 
Appendix B. 
 
7.1.2 Construction of the Rating Scales 
The rating scales were developed in collaboration with forensic psychiatric therapists. In 
an iterative process, concept versions of the rating scales were tried out and then improved 
on the basis of the therapists’ experiences. During this process, particular attention was paid 
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to the formulation of anchors for the response scales. First of all, the anchors had to be 
unambiguous to avoid that different interpretations result in unreliable ratings. Second, the 
formulations had to be as brief as possible to avoid that the anchors are only glanced over 
or not read at all, which also would be at cost of the reliability of the scores. Third, in order 
to make the instrument widely applicable, the anchors had to refer to behavioral categories 
that apply to all patients and treatment modalities. Finally, the anchors had to calibrate the 
scale in such a way that patients with an average level of TE obtain scores around the 
midpoint of the scale. Otherwise bottom or ceiling effects might occur which would limit 
the variance and thus reduce the discriminating power and the reliability of the scores.  
In the pilot version, 5-point rating scales with anchors of maximally 25 words on the 
midpoint and the two endpoints of the scale were used for most items (see Table 7.2). The 
five items of the TE category Efforts for improvement of one’s social-economical situation 
had an additional response option to indicate that the item does not apply to the patient 
because in many treatments only some aspects of the patient’s social-economical situation 
require improvement. In the case of the two aspects of the category Participation, the 
therapists had to indicate the number of treatment sessions in which the patient could have 
taken part during the rating period, the number of sessions that the patient was absent 
without acceptable reason, and the number of times the patient arrived late. From these 
ratings the percentages of non-attendance and late arrival were computed. These 
percentages, x, were then transformed into 5-point scales, where 0 percent was assigned the 
score 5, 0 < x < 15 percent the score 4; 15 ≤ x < 25 percent the score 3, 25 ≤ x < 50 percent 
the score 2, and x ≥ 50 percent the score 1. With a rating period of eight weeks and one 
session per week, which was the most common frequency, the five categories correspond 
with 0, 1, 2, 3, and 4 or more sessions non-attendance or late arrival.  
 
7.1.3 Rating Period 
If the rating period is too short, say two weeks, it can be impossible to rate certain 
aspects of TE due to lack of opportunities for the behavior. Moreover, due to sampling 
error, the behavior in the rated period may not be representative for the patient’s general 
level of TE. On the other hand, if the rating period is too long, say six months, the ratings 
are likely to over-represent the last month because it is difficult for the raters to retrieve the 
patient’s behavior during the whole period from their memory. For rating periods between 
six weeks and three months, neither lack of opportunity nor selective retrieval difficulties 
may constitute a major problem. In this study the rating period was set at eight weeks. 
 
 Chapter 7 
  160 
Tabel 7.2: Content of the Treatment Engagement Rating scales (TER) 
TER category Separately rated aspects 
 Participation 
 
Attendance a 
Punctuality a 
 Making sacrifices Financial sacrifices c 
Social sacrifices c 
Psychological sacrifices b 
 Openness 
 
Disclosure of behavior of events b 
Disclosure of thoughts, fantasies, feelings b 
 Efforts to change problem 
behavior 
Within treatment sessions b 
Outside treatment sessions d 
 Goal focus Goal commitment b 
Translating goals into behavioral intentions b 
 Efforts for improvement of 
social-economical situation 
Job or education c 
Housing c 
Intimate relationship c 
Social contacts and leisure activities c 
Financial situation c 
 Constructive use of treatment 
sessions 
Raising relevant issues b 
Making use of advices and clarifications b 
Focus of problem solving and behavior change b 
 Respectfully relating to the 
therapistbe 
 
 Reflecting on treatment content 
between sessionsb 
 
 Global evaluation of TEb  
 
Note. a Score based on the percentage of treatment sessions; b Rated on an anchored 5-point scale; c Rated on an 
anchored 5-point scale with an additional ‘does not apply’ option; d Rated on an anchored 5-point scale with an 
additional ‘impossible to judge‘ option; e Category removed after pilot study. 
 
 
 
7.1.4 TER Scores 
The TER yields scores at three levels of aggregation. The most detailed information is 
provided by the separate ratings of the various aspects of the categories of TE, the aspect 
scores. At the second level are the category scores, which are the mean of the aspect scores 
within a category of TE. In the case of the category Participation, a weighted mean with a 
double weight for session-attendance is used because non-attendance is considered a more 
 Treatment Engagement Rating Scale (TER) 
  161
serious lack of TE than late arrival. The most general information is provided by the TER 
total score, which is the mean of the category scores. 
 
7.1.5 Pilot Study 
The pilot version was tried out with 20 forensic psychiatric outpatients. Couples of co-
therapists of therapy groups independently rated each patient. Some raters were interviewed 
about their experiences with the TER. The pilot study revealed a number of problems. First, 
the formulation of some scale-anchors left too much to the interpretation of the raters. 
Second, on some aspects, almost all patients received scores of 3 or higher, indicating the 
need for re-calibration of the response scales. Third, there was a striking disagreement with 
respect to the rating of the category Respectfully relating to the therapist. The interviews 
revealed that this was not due to ambiguous formulations of the anchors but to lack of con-
sensus about what constitutes irreverent behavior. Fourth, some items were skipped by 
several raters who either thought that the item did not apply to the patient or had insuffi-
cient information to rate the item. Fifth, there was evidence for leniency bias (Saal, 
Downey, & Lahey, 1980). Some raters consistently gave higher scores than their co-thera-
pists and did not use the lowest scoring option at all. Finally, the interviews revealed that 
not all raters carefully read the descriptions included in the anchors of the response scales.  
To reduce these problems several changes were made to the pilot version of the 
instrument. First, some anchors were reformulated to remove ambiguities or to recalibrate 
the response scale. Second, the raters were reminded on several pages of  in the instrument, 
not to be too lenient. Third, the category Respectfully relating to the therapist was removed. 
Fourth, a Does not apply response option was added to the response scales of the first two 
items of the category Sacrifices for the treatment, and an Impossible to judge option was 
added to the response scale of the second item of the Efforts for change of problem 
behavior category. Finally, an obligatory rater training of approximately 75 minutes was 
developed. The purpose of the training was to assure that all raters at least once had care-
fully read the scoring instructions and the anchors of the response scales, and to draw the 
rater’s attention to potential sources of rater bias, such as leniency bias, liking or disliking 
the patient, and halo bias, that is, “the influence of a rater’s general impression on ratings of 
specific ratee qualities” (Lance, LaPointe, & Stewart, 1994, p. 339).  
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7.2 Method 
7.2.1 Participants 
Data for all measures used in the study were available for 328 patients from five Dutch 
forensic outpatient treatment centers16. To be included in the study, patients were required 
to have attended to at least three therapy sessions and to have at least one session scheduled 
within three weeks. Furthermore, participants had to be able to read and understand simple 
Dutch sentences. Patients in the final stage of their treatment (termination planned within 
eight weeks) were excluded. Characteristics of the sample are summarized in Table 7.3.  
TER ratings of the 328 patients were provided by 64 therapists, who were psychiatrists, 
psychotherapists with various theoretical affiliations, social workers, drama therapists, art 
therapists, psychomotor therapists, and nurses. The ratings referred to the TE in all kinds of 
treatment offered in Dutch forensic outpatient treatment centers. 
Inter-rater reliability data for the TER were available for 99 patients from two treatment 
centers, 57 of whom also belonged to the sample of 328 patients. The TER ratings for the 
99 patients were provided by 27 therapists in 26 combinations. The raters were from all 
professions that were also represented in the sample of 328 patients. 
 
7.2.2 Measures 
In addition to the TER, two measures for the patient’s motivation to engage in the treat-
ment (MET) were used: the MET scale of the Treatment Motivation Scales for the Forensic 
psychiatry (TMS-F), and a therapist rating measure of MET. 
 
7.2.2.1 MET scale of the TMS-F (METTMS-F)  
The MET scale of the TMS-F is a 16-item self-report scale, which consists of three 
subscales labeled Commitment (eight items), Readiness to make sacrifices (four items), and 
Readiness for disclosure (four items). In a sample of 376 forensic psychiatric outpatients 
(see Chapter 3), the second-order factor loadings of the subscale factors on a common MET 
factor were estimated as .80, .89, and .72, respectively. The values of McDonald’s 
coefficient omega (McDonald, 1999) and Cronbach’s alpha for the composite reliability of 
the 16-item MET scale were estimated as .91 and .87, respectively (see paragraph 3.3.2.3). 
                                                          
16
 Polikliniek de Tender, Deventer (185 patients); Ambulante Forensische Psychiatrie Noord-Nederland, sites in 
Assen (20) and Groningen (12); Forensisch Psychiatrische Polikliniek of De Meren, Amsterdam (15); Kairos, 
Nijmegen (99).   
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Table 7.3: Patient characteristics in main sample (N = 328) 
Age Average number of years (S.D.) 36.1 (11.1) 
Gender Male  89.9 % 
Ethnicity Both parents Dutch nationality 
At least one parent with Asian (incl. Turkish), 
  African, or South American nationality 
Other 
 89.6 
  
 9.1 
 1.3 
Type of offence Sexual offence 
 Age of victim < 16 years 
 Age of victim ≥ 16 years 
Violent offence (no sexual or material motive) 
Miscellaneous (incl. burglary, stalking, arson) 
No known offence 
 30.8 
 22.6 
   8.2 
 37.8 
 14.9 
 16.5 
Legal pressure Court mandated 
Voluntary  
Not yet sentenced 
 52.8 
 44.2 
 3.0 
Time in treatment 3 months or less 
4 – 9 months 
10 – 18 months 
more than 18 months 
 37.5 
 29.0 
 20.4 
 13.1 
Psychopathology Axis I 
No disorder 
Psychotic 
Addicted 
Other axis I disorder 
No information available 
Axis II 
Substantial characteristics of personality disorder 
 Cluster B  
 Cluster A or C  
No substantial characteristics of personality disorder 
No information available 
 
 38.2 
 8.1 
 21.9 
 39.8 
 1.8 
  
 79.6 
 46.0 
 35.6 
 18.9 
 1.5 
 
Note. Except for the category ‘age’, all entries indicate percentages. 
 
The validity of the MET scale was supported by substantial correlations with the TMS-F 
scales, assessing determinants of MET, such as Problem Recognition (PR), Perceived 
Suitability of the Treatment (ST), Perceived Costs of the Treatment (CT), and Outcome 
Expectancy (OE) (see Chapters 3 and 4), and by a Pearson correlation of .31 with the 
therapist rating of MET described next (see Chapter 4).  
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7.2.2.2 Therapist Rating of MET (METT).  
The METT is a 5-item therapist rating measure that was developed as a criterion measure 
for the MET scale of the TMS-F (see Chapter 4). It consists of separate ratings of five 
facets of MET on 5-point scales with only the endpoints labeled not and strongly. The 
composite reliability of the five ratings in a sample of 620 forensic psychiatric outpatients 
was estimated as .85.  
 
7.2.3 Procedure 
The data collection was accomplished at two points in time. At the first point, the 16-
item MET scale was administered as a part of the TMS-F. At the same time, the therapist 
who administered the TMS-F completed a therapist rating form that included the METT 
rating. Between eight and thirteen weeks later, one or more therapists rated the patient’s 
level of treatment engagement during the past eight weeks on the TER. A single TER rating 
was provided in 61 percent of the cases. When two (32 percent) or more (7 percent) ratings 
were available the mean of the TER scores was used in the analyses. In 87 percent of the 
cases, the same therapist who did the METT rating also provided a TER score. Therapists 
were never informed about the TMS-F scores of the patient.  
 
7.2.4 Data Analysis 
7.2.4.1 Homogeneity 
The homogeneity of the TER was tested by a single-factor confirmative factor analysis 
(CFA) with the nine TER category scores as observed variables. The CFA model was 
estimated from the covariance matrix applying robust maximum likelihood estimation with 
mean- and variance-based adjustment for model fit (MLMV) (Satorra & Bentler, 1994). In 
order to obtain modification indices, which are not available for MLMV estimation, the 
analysis was repeated with non-robust maximum likelihood estimation. Model fit was 
evaluated by the Root Mean Square Error of Approximation (RMSEA, Browne & Cudeck, 
1993), the Standardized Root Mean Square Residual (SRMR, Bentler, 1995), the Tucker-
Lewis Index (TLI, Tucker & Lewis, 1973), and the Comparative Fit Index (CFI, Bentler, 
1990). According to conventional standards, acceptable model-fit is indicated by values 
below .08 for the RMSEA (values < .05 indicating close fit) (Browne & Cudeck, 1993) and 
the SRMR (Ullman, 1996), and values above .90 for the TLI and the CFI (Bentler & 
Bonett, 1980). More recently, Hu and Bentler (1999) derived less arbitrary combinatory 
cut-off criteria from a large simulation study. According to these criteria, the chance that a 
model is falsely accepted, given the sample size of the present study, is very small when 
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SRMR < .055 or when SRMR <.10 in combination with either RMSEA <.06, TLI >.95, or 
CFI >.96.  
 
7.2.4.2 Reliability 
Cronbach’s coefficient alpha was computed as an estimate of the composite reliability of 
the nine category scores on the basis of the TER ratings of 328 patients. However, alpha 
might be flattering estimate of the accuracy of the TER total score because the correlations 
among the category scores from which it is computed are likely to be inflated by halo error. 
Therefore, the inter-rater reliability might give a trustworthier picture of the reliability of 
the TER scores. 
The inter-rater reliability was determined by the one-way random intra-class correlation 
coefficient (ICC), which is estimated as  
 
( ) ( )
( ) ( ) ( )
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where k is the number of ratings per patient, which is 2 in the present case, s2(b) the 
variance of the patients’ average of the k ratings, s2(w) the pooled estimate of within-patient 
variance, and s2(b) − s2(w)/k the estimator of the between-patient variance. The ICC can be 
interpreted as the proportion of the total variance of all ratings that is due to the variation of 
the ratings between patients (Uebersax, 2000). 
On the basis of the 99 pairs of independent TER ratings, the inter-rater reliability was 
determined for the ratings of the 21 aspects of TE, for the 9 category scores, and for the 
TER total score. One of the raters was overly tardy with six ratings. For example, he rated 
in October the patient’s behavior in the months April and May. Because this might have 
reduced the accuracy of the rating, the inter-rater correlations for the TER total score were 
also computed without these six cases (N = 93). The resulting values indicate the level of 
accuracy that can be reached, while the values obtained with all 99 cases may be more 
representative for the inter-rater reliability in a real-life clinical situation.  
 
7.2.4.3 Validity  
Three validity coefficients were computed on the basis of the sample of 328 patients. 
The first two validity coefficients are the Pearson correlations of the TER total score with 
the sum score of the MET scale of the TMS-F (METTMS-F) and with the therapist rating of 
MET (METT). These two criterion measures are conceptually equivalent but differ with 
respect to perspective on the patient’s motivation to engage in the treatment (patient versus 
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therapist) and with respect to the mode of data-collection (self-report versus rating scale). 
Because both perspectives and both modes of data-collection have their own biases and 
sources of error, the common variance of the two MET measures might provide the best 
account of the patient’s true motivation to engage in the treatment. Therefore a third 
validity coefficient was derived from a CFA model with two first-order factors for METTMS-
F and METT that load on a second-order MET factor, and a TER factor (see Figure 7.2, 
paragraph 7.3.5). Observed variables in the model are five METT-ratings, nine TER 
category scores, and four METTMS-F-parcel scores. The parcels were aggregated from the 16 
items of the MET scale of the TMS-F according to a procedure proposed by Little, 
Cunningham, Shahar, and Widaman (2002, p. 166). The latent correlation between the 
second-order MET factor and the TER factor represents the association between the true-
score of the TER and the common true-score variance of the two MET measures.  
Like the single-factor CFA of the TER, the model was estimated from the covariance 
matrix by robust maximum likelihood estimation with mean- and variance-based adjust-
ment (MLMV). Model fit was evaluated according to the cutoff criteria described above. 
 
7.2.4.4 Scale scores 
In order to enable interpretations of TER total scores of individual patients, the observed 
scores were converted in percentile scores and two kinds of standardized scores, Norm 
scores and Latent scores, in the same way as described for the TMS-F (see Section 6.4). 
Percentile scores indicate the proportion of the reference group with a lower TER total 
score than the patient in question. When several subjects in the reference group have the 
same score as the person in question, half of them is added to the category with a lower 
value. Percentile scores are easy interpretable but have the disadvantage that differences in 
the high and in the low range of the score distribution are easily underestimated compared 
with differences in the middle range. For example, the differences of 4 points between the 
percentile scores 95 and 99 and of 20 points between the percentile scores 40 and 60 
represent approximately the same difference of observed TER total scores. Moreover, 
percentile scores of different tests cannot be compared. 
Norm scores (N) and Latent scores (L) are normally distributed with a mean of 50 but 
have different dispersions. Both are based on normalized true scores with a mean of 50 and 
standard deviation of 10. The variance of the Norm scores equals the sum of the variance of 
the true scores (i.e. 100) and the variance of the measurement error. Norm scores are used 
for significance tests for differences between individual TER total scores. Because the 
TMS-F scores are standardized in the same way, comparisons of TER total scores with 
scores of TMS-F scales are also possible.  
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The Latent score is the mean true score of all respondents with the same test score. 
Latent scores are derived by regression from the Norm scores as 
=−+= )(
' NxXXNx NrL µµ  )50(50 ' −+ xXX Nr . The accuracy of the estimate is indicated by 
the standard error of estimation, which is defined as =−=
'
1 xxTest rsdse '110 xxr−  (see 
Laros & Tellegen, 1988, p. 63), where rXX' is the reliability of the TER total score as 
estimated by the ICC. Latent scores are used as estimates for the true scores of individual 
respondents.  
Formulas for the transformation of observed TER total scores in percentile scores, Norm 
scores, and Latent scores and the rationale for this way of standardization can be found in 
Section 6.4.2.  
To enable a quick interpretation of individual TER total scores, five TER levels were 
determined using the raw total scores corresponding with the 5th, 25th, 75th, and 95th 
percentile as cutoff values. To evaluate the validity of the cutoff values, the Spearman 
correlation of the patient’s category rank with the sum score of the MET scale of the TMS-
F (METTMS-F) was computed.  
The TER category scores differ from the TER total score in two respects. First, they are 
less reliable, which makes a fine-grained interpretation impossible. Second, they can take 
only a small number of values. Categories that consist of only one aspect (e.g. Reflecting on 
treatment content between sessions, see Table 7.2) can take only five values (i.e. 1, 2, 3, 4, 
5) and categories that contain two aspects (e.g. Openness) can take nine values (1, 1.5, 2, 
2.5, 3, 3.5, 4, 4.5, 5), unless ratings of more than one therapist are averaged. For this reason, 
a fine-grained conversion of the category scores in percentile scores or standard scores is 
not appropriate. To enable a rough interpretation of the category scores, the median and the 
percentile scores corresponding with the most frequent scores are reported for each 
category. 
Ideally, scale scores would have to be based on a representative sample from the 
population of Dutch forensic psychiatric outpatients that satisfies the inclusion criteria 
specified above. Because the present sample is not randomly drawn from this target 
population, a selection bias might have occurred. In one of the treatment sites, however, 
about 90 percent of the patients who satisfied the inclusion criteria actually took part in the 
study (see Chapter 6, Section 6.2.1). Although this does not rule out selection bias, the 
distribution of the scores from this site is likely to come close to what would have been 
obtained in a random sample from the target population. A limitation of this subsample is 
that it may not be representative for the population of patients from the other sites. 
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Therefore, scale scores are determined on the basis of both, the whole sample from all five 
sites, and the subsample of patients from the site with exceptionally high participation rate.  
 
7.2.4.5 Thresholds for statistical significance of differences between individual TER scores 
Because observed differences between individual TER scores can be due to measure-
ment error, it must be decided whether it is plausible that a difference between two scores 
reflects a true difference in treatment engagement. For the TER total score, this is 
accomplished on the basis of the Norm scores, N = n, and for the category scores on the 
basis of the observed scores, X = x. In both cases, the null hypotheses are tested that the 
true score, ti, corresponding with a score, xi or ni, does not differ (a) from a fixed value, t', 
or (b) from the true score, tj , corresponding with another score, xj or nj. In the case of the 
TER total score, the additional null hypothesis (c) can be tested that the true scores ti  and tk 
corresponding with the TER Norm score, ni , and a TMS-F Norm score nk, respectively, do 
not differ. 
 In case (a), the significance test is based on the standard errors of measurement of xi or 
ni, which are defined as 
'|| 1... xxNXnx rsdmes −= , where NXsd | represents the standard 
deviation of either X (for category scores) or N (for the TER total score) and 
'xxr  the reli-
ability as estimated by the ICC17. In the cases (b) and (c), the standard error of measure-
ment of the difference between the two scores, ∆(x1|n1;x2|n2), is calculated as 
2
2
2
1 ......... mesmesmes +=∆ . 
In case (a), the null hypothesis 'tti = is rejected if the difference between the TER score 
and the fixed value, ∆(x1|n1;t'), exceeds αZmes nx ×|... , where αZ represents the a priori 
chosen significance level of the test. In the cases (b) and (c), the null hypothesis is rejected 
if ∆(x1|n1;x2|n2) > s.e.m.∆ Zα. If a hypothesis concerning the direction of the difference is 
specified in advance, 645.105. =Z and 282.110. =Z  yield tests with five and ten percent 
significance levels, respectively. For two-sided hypothesis tests the same significance levels 
correspond with z-values of 1.960 and 1.645, respectively. 
                                                          
17
 A justification for using the reliability estimate of the observed scores for the standard error of measurement of 
the normalized scores is given in Section  6.4.2.2.  
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7.3 Results 
7.3.1 Descriptive Statistics 
The means and standard deviations of the TER category scores and the total score are 
summarized in Table 7.4. With the exception of the participation score, all category scores 
and the total score were approximately normally distributed with means close to the mid-
point of the scales. This indicates that the rating scales were well calibrated. The distribu-
tion of the participation score was highly skewed (−1.40) because about half of the patients 
was not absent or late at all during the rating period and thus received the highest score.  
 
7.3.2 Single-Factor CFA 
Although only 1.1 percent of the category scores were missing, list-wise deletion would 
have reduced the number of cases from 328 to 300. Therefore missing data were imputed 
using the EM algorithm as implemented in SPSS, version 10.0. 
The various fit indices provide ambiguous information concerning the fit of the single-
factor model to the data of the nine category scores, χ2MLMV (df = 21, N = 328) = 94.3, p < 
.001, CFI = .955, TLI = .940, RMSEA = .103, SRMR = .038. While the values of the 
SRMR, CFI, and TLI are in the range indicating adequate fit, the value of the RMSEA is 
too high. The modification indices revealed that the categories Openness and Constructive 
use of treatment sessions had more in common than was accounted for by the common 
factor. Because the strong association between the scores of these two categories can be 
explained by the substantive overlap of Openness with the aspect Raising relevant issues of 
the category Constructive use of treatment sessions, a second model was specified in which 
the measurement errors of the two category scores were allowed to correlate. This model 
provided an acceptable fit to the data according to the combinatory cutoff criteria by Hu 
and Bentler (1999), χ2MLMV (df = 21, N = 328) = 77.0, p < .001, CFI = .965, TLI = .954, 
RMSEA = .090, SRMR = .035. With exception of participation, all factor loadings have 
high values with standardized estimates in the range between .70 and .88. The relative low 
factor loading of participation (.46) may largely be due to the highly skewed score 
distribution of this variable and to the deviating response format, which probably has 
generated unique method variance.  
The important conclusion from the single-factor CFA is that the TER category scores 
represent a single dimension. This implies that the total score of the TER can be interpreted 
unambiguously. 
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Tabel 7.4: Descriptive statistics, inter-rater reliability, and standard error of measurment of 
the category scores and total score of the TER 
 N = 328  N = 99 
  ICC  s.e.m.  Critical difference 
 
Score 
type 
Mean S.D. 
 Sngl Av.  x | n ∆
 
 ∆(x|n;t') ∆(x|n1,x|n2) 
Participation X 4.341 0.92  .513 .673  .53a .75a  0.86 1.23 
Making sacrifices X 3.29 0.86  .56 .72  .46a .64a  0.76 1.06 
Openness X 3.29 0.94  .66 .79  .43a .61a  0.71 1.00 
Efforts to change 
behavior 
X 3.09 0.91  .58 .74  .47a .66a  0.76 1.08 
Goal focus X 3.14 0.86  .67 .80  .38a .54a  0.63 0.89 
Efforts for improve-
ment of social-
economical situation 
X 3.122 0.87  .664 .804  .39a .55a  0.64 0.91 
Use of treatment 
sessions 
X 3.10 0.85  .69 .81  .37a .52a  0.61 0.86 
Reflecting between 
sessions 
X 2.93 1.07  .68 .81  .47a .66a  0.76 1.09 
Global evaluation of 
treatment engagement 
X 3.00 0.99  .69 .82  .42a .59a  0.69 0.98 
TER total score X 
N 
3.25 
50.0 
0.74 
11.4 
 .76 .86  - 
5.6b 
4.3a 
- 
7.9b 
6.0a 
 - 
9.2 b 
7.0 a 
- 
13.0 b 
 9.9 a 
 
Note. Score type: X = observed score, N = Norm score; ICC: Intra-class correlation coefficient; Sngl.: reliability of 
a single rating; Av.: reliability of the average of two independent ratings; s.e.m.x|n: standard error of measurement 
of a single category score (x) or total score (n); s.e.m.∆: standard error of measurement of the difference between 
two scores;  
Critical difference: minimal absolute value for a difference to become statistically significant at a 95 % 
significance if a hypothesis concerning the direction of the difference is formulated in advance, and at a 90% level 
if this is not the case; ∆(x|n;t'): difference between a category score (x) or total score (n) and a fixed value; 
∆(x|n1,x|n2): difference between two category scores (x1 and x2 ) or total scores (n1 and n2 ). 
1
 N = 314; 2 N = 315; 3 N = 77; 4 N = 78.  
a
 Based on average measure ICC; b Based on single measure ICC. 
 
 
7.3.3 Reliability  
Composite reliability. Cronbach’s alpha for the nine TER category scores was estimated 
as .93, which reflects inter-item correlations in the range between .28 and .78 (mean .60). 
This value for the reliability is commonly regarded as sufficient for drawing important 
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inferences at the level of the individual patient (Evers et al., 2000), however, as indicated 
earlier, it might be inflated by halo bias.  
Inter-rater reliability. The estimates of the intra-class correlation coefficients for the 
TER total score and the category scores are presented in Table 7.4. Two ICC values are 
reported. The single measure ICC indicates the reliability of a single rating, the average 
measures ICC the reliability of the average of two independent ratings. All single-measure 
ICC values for the category scores were below .70. This implies that it requires at least two 
independent ratings to interpret the TER category scores at the level of individual patient. 
However, even with two independent ratings per patient, only the TER total score is 
sufficiently reliable to justify drawing far-reaching conclusions at the level of the 
individual. 
As mentioned in the method section, six ratings were provided several months after the 
rating period had elapsed. Because this might have been at the cost of the accuracy of the 
rating, the inter-rater correlations for the TER total score were also computed without these 
ratings. This yielded scores of .79, and .89 for the single-measure ICC and average measure 
ICC, respectively. These values might indicate the level of accuracy that can be reached 
under optimal conditions, while the first values probably are more representative for a real-
life clinical situation. 
 
7.3.4 Validity 
The Pearson correlations of the TER total score with the sum scores of the MET scale 
(METTMS) and the therapist ratings of MET (METT), which were collected between 8 and 
13 weeks earlier, were .47 and .66, respectively. These values are highly satisfactory (see 
the discussion in paragraph 7.4). When comparing these values, recall that in most cases, 
the therapist who did the METT rating also provided a TER score. Therefore, the correlation 
between TER and METT is likely to be inflated by common method variance. This does not 
apply for the correlation between the scores of TER and METTMS, which were not only 
provided at different points in time but also by different methods (self-report versus rating) 
and from different perspectives (patient versus therapist). 
The CFA model, of which the structural part is presented in Figure 7.2, provided a 
borderline fit to the data, χ2MLMV (df = 73, N = 328) = 238.3, p < .001, CFI = .909, TLI = 
.914, RMSEA = .083, SRMR = .055. The modification indices suggested two modifications 
of the model that make substantive sense. The first modification is an additional covariance 
between the measurement errors of two METTMS parcels that were aggregated from the 
items of the same MET subscale. Because the other two METTMS parcels each represent one 
MET subscale, this explains why the two parcels from the same subscale have more in 
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common with each other than with the other two parcels. The second modification is an 
additional covariance between the measurement errors of one METT item that assesses the 
patient’s commitment for session attendance and the score of the participation category of 
the TER. Because the METT rater is likely to infer the commitment for session attendance 
largely from the patient’s actual attendance, the two variables can essentially be regarded as 
therapist ratings of the patient’s session attendance at two points in time, which in most 
cases even are provided by the same therapist. 
The model with the two additional covariances between measurement errors provided an 
acceptable fit to the data, χ2MLMV (df = 72, N = 328) = 201.0, p < .001, CFI = .929, TLI = 
.932, RMSEA = .074, SRMR = .045. The standardized estimates for the structural para-
meters in the model and the unstandardized estimates with the corresponding standard 
errors are presented in Figure 7.2. The estimates of the correlations of the TER factor with 
the METTMS and METT factors were .55 and .40, respectively. The fact that the latent 
correlation between TER and METT is lower than the observed correlation (.66), indicates 
that the observed correlation was in fact inflated by common method variance, as was 
suggested above.  
With .91, the estimate for the latent correlation between MET and TER by far exceeds 
the latent correlations of each of the two MET measures with TER. It seems that the scores 
of each of the two MET measures contain a considerable amount of variance that is 
unrelated to the actual level of treatment engagement (TE), while their common variance 
almost perfectly predicts TE in the following two months. 
 
Figure 7.2:  Structural part of the confirmative factor analysis model for the estimation of the 
latent correlation between TER and MET 
 
Note. METTMS: Motivation to Engage in the Treatment scale of the TMS-F; METT: Motivation to Engage in the 
Treatment rating by therapists; TER: Treatment Engagement Rating scale. 
Upper value: standardized estimate; lower values: unstandardized estimate / standard error of the estimate. 
Factor loadings of METTMS, METT, and TER items on the corresponding factors are not depicted. 
 
 
 
TER 
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7.3.5 Scale Scores 
TER total scores. The mean and standard deviation of the raw TER total scores were 
almost identical in the total sample of 328 patients from all five treatment sites (mean 3.25, 
sd 0.74) and those in the subsample of 182 patients from the site with the highest 
participation rate (mean 3.29, sd 0.76). This also applied for the scores corresponding with 
the 5th, 25th, 75th, and 95th percentile, which were 1.90, 2.74, 3.81, and 4.33 in the total 
sample, and 1.89, 2.80, 3.89, and 4.39 in the subsample. The almost identical score 
distributions in both groups suggest that the influence of selection bias in the total sample is 
negligible. This justifies to base the scale scores on the total sample of 328 patients.  
The plots presented in Figure 7.3 can be used to convert raw TER total scores into 
percentile scores, Norm scores and Latent scores. For example, a TER total score 2.4 
corresponds with a percentile score of 15 (see upper plot), with a Norm score of about 38, 
and with a latent score of 41 (see lower plot).   
To facilitate a quick interpretation of the TER total scores, instead of the scores corres-
ponding with the 5th, 25th, 75th, and 95th percentile, the scores 2.00, 2.75, 3.75, and 4.25 
were taken as boundary values for the five TER level groups, which correspond with the 
6th, 26th, 72nd, and 94th percentile. The level groups can be labeled as very low, low-
medium, medium, high-medium, and high level of treatment engagement. The Spearman 
correlation between the TER level rank and the METTMS-F scores was .43. This was only 
slightly lower than the .47 of the Pearson correlation between the more fine-grained 
original TER total score and the METTMS-F score, indicating that not much valid variance 
was lost by transforming the TER total score in five level ranks. As can be seen from 
Figure 7.4, there is a monotone relationship between the mean METTMS-F scores and the 
TER level ranks. Independent samples Student’s t-tests with a Bonferroni correction 
confirmed that, with one exception, the differences between the mean METTMS-F scores in 
the five level groups were statistically significant at a two-tailed 5 percent level of 
significance. Only the difference between the METTMS-F scores in the two highest TER 
level groups did not reach significance, which was partly due to the small number of 
patients in the highest TER level group. 
TER category scores. The medians of the TER category scores and the percentages of 
patients in the reference sample (N = 328) with a score lower than 1.5, 2, 2.5, 3, 3.5, 4, and 
4.5 are reported in Table 7.5.  
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Figure 7.3:  Conversion of TER total scores in percentile, Norm, and Latent scores 
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Figure 7.4: Scores of the Motivation to Engage in the Treatment (MET) scale of the TMS-F 
(METTMS-F) in the five level-groups of the TER total score 
 
 
 
 
 
 
 
 
 
 
 
 
 
Tabel 7.5: Medians and percentiles corresponding with the scores 2.0, 3.0, 4.0, and 4.5 of TER 
category scores  
% with score lower than  TER category Md 
1.5 2 2.5 3 3.5 4 4.5 
1.  Participation 5.00 1 2 7 9 17 24 43* 
2.  Making sacrifices 3.50 2 6 19 28 49 65 94 
3.  Openness 3.50 2 6 17 31 49 67 88 
4.  Efforts to change behavior 3.00 4 9 22 35 56 73 95 
5.  Goal focus 3.00 2 6 18 32 57 77 91 
6.  Efforts for improvement of 
social-economical situation 
3.13 4 8 22 38 59 77 96 
7.  Use of treatment sessions 3.17 4 8 23 39 63 80 96 
8.  Reflecting between sessions 3.00 10 13 31 38 63 71 93 
9.  Global evaluation of treatment 
engagement 
3.00 8 10 26 32 64 69 95 
 
Note. Md = median. * 53.2% with score 5.  
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7.3.6 Standard Error of Measurement and Confidence Intervals for Difference Tests  
Standard errors of measurement for single TER scores ( . . .xs e m ) and for differences 
between two TER scores ( . . .s e m ∆ ) are presented in Table 7.4 (see Section 7.3.3). For the 
TER total score two s.e.m.’s are computed on the basis of the single measure ICC, and the 
average measure ICC over 99 pairs of independent ratings (including the six tardy ratings). 
The s.e.m.’s of the nine category scores were only computed on the basis of the average 
measures ICC because ratings of a single rater are too unreliable to be interpreted at the 
level of the individual patient.  
Also reported in Table 7.4 are critical values for statistical significance of differences 
between (a) an individual TER score and a fixed value (last but one column), and (b) two 
individual TER scores (last column). The critical values are used to decide whether it is 
plausible that a difference between an observed TER category score, x, or a TER total 
Norm score, n, and a fixed value, t', represents a true difference. The chance that a 
difference of at least the size indicated by the critical value is due to measurement error is 
five percent for a one-sided and ten percent for a two-sided hypothesis test. 
For example, one might want to know whether it is plausible that the difference between 
a patient’s TER total score of 2.10, which was obtained by averaging the scores by two 
raters, and the score 2.66, which the patient was given three months before, reflects a true 
decrease of the level of treatment engagement. In the first step, the scores are converted to 
Norm scores using Figure 7.3, which yields Norm scores of 33 and 41.5, respectively. 
Because it was prearranged that a decrease of the patient’s treatment engagement would 
have consequences for the treatment approach, a one-sided test and a conservative 95 
percent significance level was applied. As can be seen from the last column of Table 7.4, it 
would have required a decrease by more than 9.9 points to conclude with sufficient 
confidence that the patient’s level of treatment engagement has decreased. Because the 
observed difference was only 8.5, the null hypothesis that no decrease had occurred had to 
be accepted. The conclusion would have been different if a more lenient 90 percent 
significance level had been regarded as sufficient. In that case, the 90 percent confidence 
interval would have been smaller by a factor 1.282/1.645 = .78, and a decrease of the TER 
total score by 7.7 point would have been sufficient to consider a decrease of the patient’s 
level of treatment engagement plausible. 
7.4 Discussion 
It was endeavored to develop a therapist-rating instrument that enables a quick, reliable, 
and valid assessment of the treatment engagement (TE) of patients in forensic psychiatric 
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outpatient treatment. The results of the present study indicate that the Treatment 
Engagement Rating scale (TER) largely satisfies these requirements.  
The scores for the nine dimensions of TE that are assessed by the TER represent a single 
dimension. This implies that the TER total score, which is the mean of the category scores, 
can be interpreted unambiguously. The reliability of the TER total score can be regarded as 
good or excellent, depending on which kind of reliability coefficient is considered. The 
value of Cronbach’s alpha for the internal consistency of .93 suggests that, according to 
common standards, the TER total score is sufficiently reliable to be used as a basis for 
important decisions about individual patients (Evers et al., 2000). However, this value 
might be inflated by halo error. The inter-rater reliability of .76 or .79, depending on 
whether improperly obtained scores were included in the analyses or not, may be a more 
accurate estimate of the reliability of the TER total score. These values indicate that the 
TER score can be interpreted at an individual level for purposes such as periodic 
evaluations of the treatment progress, but that two or more independent TER ratings are 
required to justify drawing important conclusions about individual patients (Evers et al., 
2000). Nevertheless, the reliability of the TER scores can be considered highly satisfactory 
if the following is taken into account. First, the ratings were based on real-life observations. 
This implies that the raters have to select information from an almost indefinite amount of 
observations. This source of divergence is largely removed in other studies, in which 
ratings are based on video recordings, file information, or form of pre-selected information. 
Second, the ratings were provided by a large number of raters. Therefore, the amount of 
variance due to differences among raters with respect to the interpretation and calibration of 
the response scales is larger than if only a few raters had been involved. Third, because 
content validity was given a high priority in the construction of the TER, the total score 
reflects a broad domain of treatment engagement. Subcategories of TE, such as homework 
compliance or in-session engagement, might be rated with less ambiguity but the scores 
would not necessarily be representative for the whole domain of treatment engagement. 
Fourth, because the wide applicability of the instrument was given high priority, the 
anchors of various response scales were formulated in more general terms than would have 
been possible if the instrument would have been developed specifically for, say, individual 
cognitive behavioral therapy.  
The validity of the TER total score is supported by correlations of .46 and .66 with a 
self-report measure and a therapist rating measure of MET, respectively. The former value 
is particularly satisfactory if one takes into account that it is not inflated by common 
method variance. Strong evidence for the validity of the TER is provided by the exceptio-
nally high correlation of .91 between the latent TER score and the common substance of the 
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two kinds of MET scores obtained about three months earlier. A possible explanation for 
this striking result is that not only the therapist, as might be expected, but also the patient 
partly infers his MET from his actual behavior of TE. For example, when responding to an 
MET item such as If I have other important things to do, I might miss a treatment session, 
the patient may simply look at his behavior in such situations in the past. The overlapping 
information provided by the therapist’s and the patient’s ratings of MET might then reflect 
the patient’s TE in the past. In that case, the correlation of .91 would be due to the fact that 
past behavior is a strong predictor of future behavior. In any case, the higher correlation of 
the TER factor with the second-order MET factors compared to those with the two first-
order MET factors indicates that assessing the same variable by different methods and from 
different perspectives can improve predictions considerably. 
Martin (1988) noted that “measures for compliance are as diverse as the tasks therapists 
devise and assign to their clients” (p.139). This context specificity limits the comparability 
and thus the practical utility of most measures for TE. Because context specific features 
were avoided, the TER is broadly applicable for forensic outpatient treatment regardless the 
treatment approach and setting. The relatively short administration time of approximately 
five to ten minutes and the fact that only a brief rater training is required make the TER a 
useful instrument for the clinical practice. Moreover, many therapists in the present study 
were positive about using the TER because the instrument forces them to attend to all 
dimensions of treatment engagement when evaluating treatment processes of their patients 
rather than considering only the most striking ones and overlooking other potentially 
important aspects. Furthermore, using the TER in a multidisciplinary treatment context 
facilitates the development of a common language with respect to the treatment efforts of 
patients, which can improve the communication among team members. 
The TER can be applied for several purposes. First, it can be used to evaluate treatment 
processes of individual patients and to explore specific strengths and weaknesses with 
respect to the patient’s treatment engagement. Second, it can be used as a dependant 
variable to evaluate the effect of motivational interventions. Third, the instrument can be 
used to identify patient, treatment, and environment variables that are associated with high 
or low levels of treatment engagement. This could facilitate the development of strategies 
for enhancing treatment engagement. Fourth, the TER might be useful for assessing the risk 
of delinquent recidivism. Although its predictive power for recidivism has yet to be 
established, the TER is likely to be superior to the conceptually ambiguous and unreliable 
one-item operationalizations of treatment engagement in commonly used risk-assessment 
instruments such as the HCR-20 (Webster et al., 1997) and the LSI-R (Andrews & Bonta, 
1995).  
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Apart from the investigation of the predictive power of the TER, more research is 
needed concerning the construct validity of the instrument. It should be investigated, for 
example, if and to what extent the TER score is influenced by the therapist’s affective 
response to the patient. Another important issue is the influence of repeated assessments. 
The interpretability of differences between the scores obtained in subsequent assessments 
would be impaired if the earlier administration would influence the score of the second 
administration, a phenomenon which is known as testing effect (Campbell & Stanley, 
1966). Similarly, it is possible that the raters do not bear the assessment period in mind, 
which would reduce the sensitivity of the TER score for changes of treatment engagement. 
Finally, it would be desirable to have data that enable a criterion-referenced interpretation 
of TER scores. Especially relevant is the predictive value of different levels of TER scores 
for dropout and delinquent recidivism.  
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8.1 Conclusions 
The studies reported in this thesis justify conclusions about the TMS-F and the TER, the 
theory underlying both instruments, and assessment issues in forensic psychiatry. 
 
8.1.1 Conclusions with Respect to the TMS-F 
The general conclusions with respect to the TMS-F are that the scales of the instrument 
are reliable and valid operationalizations of the concepts for which they were developed, 
labeled (1) Motivation to Engage in the Treatment (MET), (2) Problem Recognition (PR), 
(3) Distress (DS), (4) perceived Legal Pressure (LP), (5) perceived Costs of the Treatment 
(CT), (6) perceived Suitability of the Treatment (ST), and (7) Outcome Expectancy (OE). 
The conclusion concerning the reliability of the scales is justified by estimates of the 
composite reliability in the range between .83 and .91, which – according to common 
standards – justifies drawing conclusions at the level of individual patients. The qualifica-
tion has to be made that estimates of the reliability depend on the variance of the scores in 
the sample. When the sample is more homogeneous or heterogeneous than the samples in 
the present studies, the reliabilities will be lower of higher.  
The conclusion with respect to the validity of the scales is based on the findings that (a) 
items developed for the same scale represent a single dimension or highly related 
dimensions that can be subsumed under a general factor (see Chapter 3), (b) the covariances 
among the items are in accordance with the hypothesized factorial structure (see Chapter 3), 
(c) the associations among the scales are mostly in accordance with substantive theory (see 
Chapter 3), (d) correlations with other measures for the same concepts are substantial, 
ranging between .34 and .64, and are almost exclusively higher than the correlations with 
measures for related concepts (see Chapter 4), (e) with about 30 percent explained variance, 
the scores of the MET scale predict treatment engagement to a remarkable degree (see 
chapter 4), and (f) the factorial structure as well as the convergent and predictive validity 
coefficients of the scales are only marginally influenced by social desirability response bias 
(see Chapter 5). With the exception of the PR scale, the items of the scales reflect all a 
priori defined facets of the content domains of concepts (see Chapters 2 and 3). 
Furthermore, because the scales are based on a-priori defined concepts, rather than being 
induced a posteriori from correlations with external criteria or from the content of items 
that constitute factors in explorative factor analysis, the scores represent meaningful and 
well-communicable concepts (Chapters 1 – 3). 
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8.1.2 Conclusions Concerning the TER 
The results from Chapter 6 justify the conclusion that the TER is a reliable measure for 
the actual treatment engagement (TE) of patients in forensic outpatient treatment. Both, the 
composite reliability (.93) and the inter-rater reliability (.76) justify conclusions at the level 
of individual patients. The validity of the TER is supported by the fact that (a) it represents 
many aspects which are commonly regarded as constituting TE, and (b) the TER scores are 
substantially correlated with a self-report measure and a therapist rating of MET, and the 
common concept represented by both MET measures, with values of .55, .40, and .91, 
respectively. The predictive validity of the TER has yet to be established. 
 
8.1.3 Conclusions with Respect to the Theory Underlying the TMS-F and TER 
The studies reported in this thesis also have theoretical implications. The theory that the 
patient’s Problem Recognition (PR), Distress (DS), perception of Legal Pressure (LP), 
perception of the Costs of the Treatment (CT), perception of the Suitability of the 
Treatment (ST), and Outcome Expectancy (OE) predict his Motivation to Engage in the 
Treatment (MET), which in turn predicts his actual Treatment Engagement (TE) and 
thereby mediates the effects of PR, DS, LP, CT, ST, and OE on TE (see Chapter 2, Figure 
2.1) is largely but not entirely supported. Contrary to this theory, DS and LP are not 
positively but, if anything, marginally negative related to MET (see Chapter 3) and TE (see 
Chapter 4). This indicates that the importance of DS and LP is commonly overrated. 
Furthermore, ST is found to predict TE directly, above the indirect effect mediated by MET 
(see Chapter 4). This underscores the importance of the patient’s satisfaction with the 
treatment and therapist. OE is found to be the best predictor of MET, and as such it also 
indirectly predicts TE to an important degree. Taken together, these results provide 
evidence that the patient’s motivation and engagement for the treatment depend more on his 
appraisal of the treatment (ST, OE) than on the problem and its legal consequences that 
made him enter the treatment (PR, DS, LP). 
 
8.1.4 Conclusions with Respect to Assessment in Forensic Psychiatry 
The previous chapters have shown that, contrary to a common notion, self-report can be 
a valid mode of assessment in forensic psychiatry, even if the content of the questionnaire 
is obtrusive, as in the case of the TMS-F. In any case, generally discarding self-report 
measures as invalid in forensic psychiatric assessment is not warranted. The studies in 
Chapter 5 suggest that what has consistently been found in other fields might also apply for 
the forensic psychiatry: The fact that respondents are able to present themselves in an 
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unduly favorable way and that they might benefit from doing so, does not mean that they 
actually provide social desirably biased scores. 
The second conclusion is that self-report and a therapist ratings of the same dimension in 
combination can provide substantially more valid estimates than does either method alone 
(see Chapter 7).  
8.2 Limitations of the Studies and Future Directions 
The conclusions summarized in the previous section must be appreciated in the light of 
several limitations of the studies on which they are based. Future research should address 
the uncertainties that result from these limitations.  
 
8.2.1 Selection Bias 
The first limitation is that the participants in the various studies are not randomly 
selected from the population of forensic psychiatric outpatients, for which the TMS-F and 
the TER were developed. Two kinds of selection biases must be considered in particular. 
Self-selection may have occurred because participation in the studies was voluntary. In can 
be expected that especially the more suspicious and the less cooperative patients have 
refused to participate. In addition, selection may have occurred because the patients were 
recruited by their therapists. Because it is undoubtedly more difficult to ask patients to 
participate in a research study, who disagree with the treatment and generally do not 
cooperate with the therapist, these patients may comparatively often not have been 
approached. It seems that both selection effects lead to an under-representation of the less 
cooperative patients, who would have obtained lower than average scores on the TER and 
most TMS-F scales. This is especially relevant for a norm-referenced interpretation of the 
scores. To the extent that the scores in the norm group are higher than they would have 
been in a random sample, norm-referenced TER and TMS-F scores (e.g. percentile scores 
and T-scores) are too low. However, there is reason to believe that the effect of selection 
biases was limited. As reported in Chapter 6, a participation rate of 90 percent was achieved 
at one of the treatment sites that were involved in the study, which was far more than at 
most other sites. If the scores were severely biased by selection effects, more uncooperative 
patients would have been included in the sample from the site with the high participation 
rate, and consequently, the average TER and TMS-F scores would have been lower in this 
group than in the whole sample. However, such differences were neither found for the 
TMS-F (see Chapter 6) nor for the TER (see Chapter 7). In future clinical applications, the 
administration of the TMS-F and the TER will probably not be on a voluntary basis. This 
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will enable to check the scores found in the present studies against those obtained in 
representative samples.  
 
8.2.2 Reliance on Correlations 
A limitation of all studies in this thesis is their heavy reliance on correlations or 
covariances, which are easily misinterpreted in terms of cause and effect. It is important to 
realize that a correlation between two variables does not imply a causal relationship, and 
evenly important, that absence of a correlation does not imply that there is no causal 
relationship between the two variables. As an illustration for the latter point, take the result 
that the patients’ perception of legal pressure (LP) is uncorrelated with their motivation to 
engage in the treatment (MET) (see Chapter 3). This finding does not imply that there is no 
causal relation between both. For example, it is possible that two opposite effects balance 
each other out. Patients with less MET might be imposed – and thus perceive – more legal 
pressure just because they are unmotivated. This association alone would result in a 
negative correlation between LP and MET. However, if at the same time LP enhances 
MET, the negative correlation would be reduced and possibly even neutralized. Causal 
inferences would require experimental or well-designed observational studies (Rosenbaum, 
2002). For example, it could be investigated whether an intervention that enhances LP (e.g. 
making it clear that lack of treatment engagement will lead to expulsion from the treatment) 
also results in more MET and more treatment engagement. In that case, a causal conclusion 
concerning the relation between LP and MET would be warranted. 
 
8.2.3 Predictive Utility of the TER  
The studies did not address all parts of the theoretical model outlined in Chapter 2 (see 
Figure 2.1). It has been demonstrated, that the scores of the TMS-F can be used to predict 
treatment engagement as assessed by the TER. However, the predictive utility of the TER 
for dropout, treatment effects in terms of reduction of problem behavior and dangerousness, 
as well as actual delinquent recidivism remains to be addressed by future research. Because 
of the very nature of these dependent variables, conducting experimental studies will be 
almost impossible. It may be possible to observe the effect of an intervention that enhances 
the level of treatment engagement on the occurrence of problem behavior or the scores of 
instruments that assess the dangerousness of patients. However, because future evidence 
concerning the relation between TER scores and violent recidivism will necessarily be 
correlational, what is said in the previous section will have to be kept in mind. For example, 
it would be wrong to conclude from a lacking correlation between TER scores and violent 
recidivism no attempt should be made to improve the patient’s treatment engagement, let 
alone from a negative correlation that the level of treatment engagement should be reduced.  
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In spite of the limitations and open issues discussed above, the results reported in this 
thesis justify the conclusion that the TMS-F and the TER can be valuable instruments for 
research and clinical assessment in the field of forensic psychiatric outpatient treatment. 
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The subject of this thesis is the development and psychometric evaluation of two 
measurement instruments for the field of forensic psychiatric outpatient treatment, the 
Treatment Motivation Scales (TMS-F) and the Treatment Engagement Rating scale (TER). 
The TMS-F is a self-report questionnaire for the assessment of the patient’s motivation to 
engage in the treatment and six cognitive and emotional factors that are supposed to 
determine this motivation. The TER is a therapist-rating instrument for the assessment of 
the patient’s actual behavior of treatment engagement.  
Chapter 1 provides brief background information about three unrelated issues: the rise of 
forensic psychiatric outpatient treatment in the Netherlands, the method of construction of 
the TMS-F, and the confusion surrounding the concept of treatment motivation.  
Chapter 2 contains a review of the literature about treatment motivation, in which three 
major sources of conceptual confusion are analyzed: (a) the negligence of the concept’s 
intrinsic relationship with behavior, (b) the entanglement of the concept with its 
determining factors and behavioral consequences, and (c) the conceptualization of the 
concept in a stage model. Causes of the conceptual problems and implications for clinical 
praxis and research are considered. Subsequently, a conceptualization of treatment 
motivation is proposed that distinguishes the concept from its cognitive and emotional 
determinants and from the behavior that results from it. Finally, suggestions for future 
research are made. 
Chapter 3 reports on the construction and psychometric evaluation of the TMS-F. Two 
studies using independent samples of forensic psychiatric outpatients are presented. In the 
construction study (N = 378), Mokken Scale Analysis is employed to select items that 
constitute scales, which satisfy a nonparametric item-response model. In subsequent 
confirmative factor analyses, five of the seven scales are found to be essentially unidimen-
sional. The remaining two scales contain distinguishable dimensions, which, however, are 
sufficiently correlated to enable an unambiguous interpretation of the sum score of the 
scale. With few exceptions, the hypothesized relationships among the scales are confirmed. 
In the cross-validation study (N = 376), the results of the construction study are essentially 
replicated. In addition, multiple-group confirmative factor analyses confirm the stability of 
the factorial structure, the factor loadings, and the associations among the scales. The 
composite reliabilities of all scales are sufficiently high to interpret the scale scores at the 
level of individual patients. 
In Chapter 4, two studies are presented that address the validity of the TMS-F using data 
from samples that largely overlap with those reported in chapter 3. In the first study (N = 
620), the convergent and discriminant validities of the TMS-F scales are evaluated applying 
a multitrait-multimethod design with therapist-ratings as criterion method. With values 
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between .30 and .61, the convergent validities of the scales compare favorably with 
commonly found correlations between self-report measures and ratings by others. The 
discriminant validities of the scales are supported by the result that in almost all cases, the 
correlation with the therapist rating of the same concept exceeds that with ratings of other 
concepts. In the second study (N = 328), the utility of the MET scale for the prediction of 
treatment engagement as assessed by the TER is investigated. Values of .47 and .59 are 
found for the observed and latent correlation between MET and TER, respectively. 
Applying path analysis and covariance structure analysis, the TMS-F scales together are 
found to explain 32 percent of the observed and 37 percent of the true-score variance of the 
TER, respectively. As in the case of the convergent validities, these figures compare 
favorably with those typically found in other fields of research. Taken together, the two 
studies demonstrate that the TMS-F scales essentially measure and predict what they are 
supposed to.  
Chapter 5 addresses the susceptibility of the TMS-F scores to the influence of socially 
desirable responding. Three studies with the same samples as described in Chapters 3 are 
reported. The purpose of the first study (N = 754) was the construction of a social 
desirability (SD) scale for the TMS-F on the basis of an existing SD scale, applying 
Mokken Scale Analysis and confirmative factor analysis. In a first sample (N = 378), the 
SD scale emerges as sufficiently homogeneous to enable an unambiguous interpretation of 
the sum score. The stability of this result is confirmed with the data of a second sample (N 
= 376), employing multiple group confirmative factor analysis. The composite reliabilities 
of the scale allow interpreting the scale scores at the level of individual patients. In the 
second study, six therapists rate the susceptibility to socially desirable responding of all 
TMS-F items. As hypothesized, the score of the SD scale is more correlated with the scores 
of a TMS-F item the more susceptible to socially desirable responding the item is rated to 
be. This supports that the SD scale in fact measures SD bias. In the third study, the 
influence of SD bias as measured by the SD scale on the scores of the TMS-F scales is 
investigated. The scores of the SD scale are used to split the sample (N = 754) in a high-SD 
and a low-SD sub sample. It is found that the mean scores of the various TMS-F scales 
differ between the groups, that the factorial structure and the pattern of factor loadings are 
essentially the same in both groups, and that the correlations between the scores of the 
TMS-F scales and those of observational criterion measures (see chapter 4) are only 
marginally higher in the low-SD than in the high-SD group. Most importantly, partialling 
out the effect of SD as measured by the SD scale from the correlations of the TMS-F scores 
with the observational criterion in some cases reduces, in others strengthens or does not 
affect the correlations of the TMS-F scores with the criterion scores. It is concluded that SD 
as assessed by the SD scale does not substantially affect the scores of the other TMS-F 
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scales although it is related to the concepts measured by these scales. This result, which is 
in accordance with results consistently found in other fields of research, is discussed with 
respect to its relevance for assessment in the forensic psychiatry. 
The standardization of the TMS-F scales on the basis of data from a norm sample of 376 
forensic psychiatric outpatients is reported in Chapter 6. Because the norm sample was not 
randomly drawn from the target population, the effect of selection biases is estimated by 
comparing the mean scores of the respondents from a treatment site with high participation 
rate of about 90 percent with those of the other treatment sites with much lower 
participation rates. It was found that the mean sum scores of the scales were essentially 
invariant across the subsamples with high versus low participation rates, which is evidence 
that selection biases had little effect on the composition of the norm sample. Norm tables 
for each TMS-F scale are reported, with which the raw sum scores of the scales can be 
converted to percentile scores and two kinds of normalized standard scores, called Latent 
scores and Norm scores. Latent scores provide estimates of true scores. Norm scores are 
used for tests concerning differences between individual scores. Threshold values for 
statistical significance of differences between two Norm scores of individual respondents 
are reported. Finally, examples are given that illustrate the use of the norm tables and the 
evaluation of differences between scores of individual respondents.  
In Chapter 7, the development and psychometric evaluation of the TER is reported. The 
TER requires therapists to provide ratings of eight different categories of treatment 
engagement (TE) and of the general level of TE of a patient. The introduction section 
includes a review of earlier categorizations of TE, considerations concerning the response 
scales, and an account of a pilot study. A confirmative factor analysis on the TER scores of 
328 forensic outpatients demonstrates that the ratings of categories of the TE represent a 
single dimension. The composite reliability and the inter-rater reliability of the TER total 
score on the basis of independent ratings of 99 patients are good with values of Cronbach’s 
alpha of .93 and a Pearson correlation of .76. The validity of the TER is supported by 
correlations of .46 and .66 with the score of the Motivation to Engage in the Treatment 
(MET) scale of the TMS-F and a therapist rating of MET, respectively. In a confirmative 
factor analysis, the latent correlation between the TER and a factor representing both MET 
measures is estimated as .91. Finally, plots are provided that enable the conversion of raw 
TER scores to percentile scores, Norm scores, and Latent scores, analogous to Chapter 6 for 
the TMS-F.  
In Chapter 8, the main conclusions of the studies reported in the thesis are summarized, 
and three limitations of the studies are discussed, which make further research desirable. 
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Samenvatting 
Het onderwerp van dit proefschrift is de ontwikkeling en psychometrische evaluatie van 
twee meetinstrumenten voor de ambulante forensische psychiatrie: de Therapie Motivatie 
Schalen (TMS-F) en de Beoordelingslijst Inzet voor de Behandeling (BIB). De TMS-F is 
een zelfrapportage vragenlijst waarmee de motivatie van de patiënt om zich voor de 
behandeling in te zetten alsmede een zestal factoren die aan deze motivatie ten grondslag 
liggen gemeten kunnen worden. De BIB is een therapeut beoordelingsinstrument voor de 
feitelijke inzet van de patiënt voor de behandeling. 
In Hoofdstuk 1 wordt achtergrondinformatie met betrekking tot drie onderwerpen 
gegeven: de ontwikkeling van de ambulante forensische psychiatrie in Nederland, de bij de 
ontwikkeling van de TMS-F gehanteerde methode van testconstructie en onduidelijkheden 
over de betekenis van het concept behandelingsmotivatie. 
In Hoofdstuk 2 worden drie bronnen van verwarring rondom het begrip behandelings-
motivatie geanalyseerd: (a) de miskenning van de onlosmakelijke conceptuele koppeling 
van het begrip behandelingsmotivatie aan gedrag, (b) de verwarring van het begrip 
behandelingsmotivatie met de factoren die aan de motivatie ten grondslag liggen en het 
gedrag dat eruit voortkomt, en (c) de conceptualisering van behandelingsmotivatie in een 
model van opeenvolgende fasen. Daarnaast worden oorzaken en consequenties van de 
conceptuele onduidelijkheden voor de klinische praktijk en voor wetenschappelijk onder-
zoek besproken. Hieraan aansluitend wordt een conceptualisering voorgesteld waarbij 
behandelmotivatie onderscheiden wordt van zijn cognitieve en affectieve determinanten en 
van het eruit voortkomende gedrag. Afsluitend worden suggesties voor toekomstig 
onderzoek gedaan. 
In hoofdstuk 3 wordt de ontwikkeling en psychometrische evaluatie van de TMS-F 
beschreven. De TMS-F heeft meetschalen voor de Bereidheid tot Inzet (BTI) voor de 
behandeling en voor zes cognitieve en affectieve determinanten van BTI. Er worden twee 
onderzoeken gerapporteerd. In het constructieonderzoek (N = 378) worden met behulp van 
Mokken Schaal Analyse meetschalen samengesteld welke aan de criteria van een 
nonparametrisch item-respons model voldoen. De resultaten van confirmatieve factor 
analyses bevestigen dat vijf van de zeven schalen in essentie ééndimensioneel zijn. De 
overige twee schalen bevatten weliswaar onderscheidbare dimensies, maar deze zijn in 
voldoende mate gecorreleerd om de somscore van de gehele schaal te kunnen interpreteren. 
Met enkele uitzonderingen worden de vooraf veronderstelde correlaties tussen de meet-
schalen door de data bevestigd. In het kruisvalideringsonderzoek (N = 376) konden de 
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resultaten van het constructieonderzoek in essentie gerepliceerd worden. De resultaten van 
multiple groep factor analysen hebben de stabiliteit van de factoriële structuur van de TMS-
F, de factorladingen en de correlaties tussen de meetschalen bevestigd. De interne 
consistentie betrouwbaarheden van alle schalen zijn voldoende om op basis van de scores 
conclusies over individuele patiënten te kunnen trekken. 
In Hoofdstuk 4 worden twee onderzoeken gerapporteerd waarin de validiteit van de 
TMS-F wordt geëvalueerd De gebruikte steekproeven komen grotendeels overeen met die 
van het in hoofdstuk 3 beschreven onderzoek. In het eerste onderzoek (N = 620) worden de 
convergente en de discriminante validiteit van de TMS-F schalen met behulp van een 
multiple trekken – multiple methoden design onderzocht waarbij therapeut beoordelingen 
als criterium methode worden gebruikt. De waarden van de convergente 
validiteitcoëfficiënten van de meetschalen in het bereik tussen .30 en .61 zijn hoog 
vergleken met in ander onderzoek doorgaans gevonden correlaties tussen zelfrapportage 
maten en beoordelingen door anderen. De discriminante validiteit van de schalen word 
ondersteund doordat in bijna alle gevallen de score op de TMS-F schaal hoger correleerde 
met de therapeut beoordeling van dezelfde trek dan met die van de andere trekken. In het 
tweede onderzoek (N = 328) werd het voorspellend vermogen van de BTI schaal van de 
TMS-F voor de feitelijke inzet van de patiënt gemeten met de BIB onderzocht. Voor de 
geobserveerde en de latente correlatie tussen de BTI en BIB scores werden waarden van 
respectievelijk .47 en .59 gevonden. In een padanalyse en een covariantie structuur analyse 
bleken de scores op de TMS-F schalen gezamenlijk 32 percent van de geobserveerde en 37 
percent van de latente variantie van de BIB scores te verklaren. Net als in het geval van de 
convergente validiteitscoëfficiënten steken deze waarden gunstig af bij hetgeen op andere 
onderzoeksgebieden meestal wordt gevonden. Al met al kan opgrond van de resultaten van 
de twee studies geconcludeerd worden dat de TMS-F schalen in essentie de concepten 
meten waarvoor ze zijn ontwikkeld. 
In Hoofdstuk 5 wordt de gevoeligheid van de TMS-F scores voor de neiging van 
respondenten om zich sociaal wenselijk voor te doen aan de orde gesteld. Er worden drie 
onderzoeken gerapporteerd waarin dezelfde steekproeven worden gebruikt als in het 
onderzoek in de hoofdstukken 3 en 4. Het eerste onderzoek (N = 754) is gericht op de 
constructie van een Sociale Wenselijkheid (SW) schaal met behulp van Mokken Schaal 
Analyse en confirmatieve factor analyse. In een deelsample (N = 378) komt de SW schaal 
als voldoende homogeen naar voren om de somscore te kunnen interpreteren. Vervolgens 
wordt dit resultaat met behulp van het tweede deelsample (N = 378) door de resultaten van 
een multiple groep factor analyse bevestigd. De interne consistentie betrouwbaarheid van 
de SW schaal is voldoende om op basis hiervan conclusies met betrekking tot individuele 
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respondenten te kunnen trekken. In het tweede onderzoek beoordelen zes therapeuten de 
gevoeligheid van alle TMS-F items voor een sociaal wenselijke antwoordneiging. Zoals 
verondersteld, correleert de score op de SW schaal meer met de scores van de afzonderlijke 
TMS-F items naarmate deze als gevoeliger voor sociale wenselijkheid waren beoordeeld. 
Dit resultaat bevestigt dat de SW schaal inderdaad de neiging meet om zich bij het invullen 
van de TMS-F sociaal wenselijk voor te doen. Het derde onderzoek is op de vraag gericht in 
hoeverre de TMS-F scores inderdaad door sociale wenselijkheid vertekend worden. 
Hiervoor werd de steekproef (N = 754) met behulp van de scores op de SW schaal in een 
hoog-SW en een laag-SW groep opgesplitst. Het werd gevonden dat de gemiddelde scores 
op de diverse TMS-F schalen tussen de twee groepen verschillen, dat de factorstructuur en 
de waarden van de factorladingen van de TMS-F in beide groepen grotendeels overeen-
komen, en dat de correlaties tussen de TMS-F scores en de scores op de in Hoofdstuk 4 
gebruikte observatie maten in de laag-SW groep nauwelijks hoger zijn dan in de hoog-SW 
groep. Uitpartialiseren van het sociale wenselijkheids effect zoals gemeten door de SW 
schaal leidt bij sommige schalen tot een lichte verhoging van de correlaties met de 
criterium scores maar heeft bij andere schalen geen of zelfs een verlagend effect op deze 
correlaties. Geconcludeerd wordt dat de neiging om zich sociaal wenselijk voor te doen 
zoals gemeten door de SW schaal de scores op de TMS-F schalen niet substantieel 
beïnvloed ondanks deze samenhangt met het de door de TMS-F schalen gemeten concepten. 
Afsluitend wordt de relevantie van dit resultaat, dat overeen komt met hetgeen op andere 
onderzoeksgebieden doorgaans wordt gevonden, voor assessment in de forensische 
psychiatrie besproken. 
Hoofdstuk 6 is gewijd aan de normering van de TMS-F schalen aan de hand van data van 
een norm steekproef van 376 ambulante forensisch psychiatrische patiënten. Omdat de 
norm steekproef niet aselect uit de doelpopulatie van de TMS-F is getrokken, wordt eerst 
een schatting gemaakt van de invloed van selectie effecten op de samenstelling van de 
steekproef. Dit wordt gedaan door de gemiddelde scores op de TMS-F schalen in een 
polikliniek met een hoog participatie percentage van ongeveer 90 percent te vergelijken met 
de gemiddelde scores in de overige poliklinieken met wezenlijk lagere deelname percen-
tages. De gemiddelde schaalscores in de beide groepen verschillen niet van elkaar, hetgeen 
erop duidt dat selectie effecten geen wezenlijke invloed op de samenstelling van de norm 
steekproef hadden. Vervolgens worden normtabellen gepresenteerd waarmee de ruwe 
scores op de acht TMS-F schalen omgezet kunnen worden in percentiel scores en in twee 
soorten genormaliseerde standaard scores, genoemd Latente scores en Norm scores. Latente 
scores dienen als schatting voor de ware scores van individuele respondenten. Norm scores 
worden gebruikt om verschillen tussen individuele scores te toetsen. Hiervoor worden 
drempelwaarden voor statistische significantie van verschillen tussen twee scores 
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gerapporteerd. Het gebruik van de normtabellen en de drempelwaarden wordt geïllustreerd 
aan de hand van een voorbeeld.  
 In Hoofdstuk 7 wordt de ontwikkeling en psychometrische evaluatie van de BIB 
weergegeven. Met de BIB beoordelen therapeuten acht categorieën van inzet voor de 
behandeling. Het hoofdstuk begint met een overzicht van bestaande classificaties van 
behandelinzet. Vervolgens worden de overwegingen bij de keuze voor de te beoordelen 
categorieën van de BIB weergegeven. Uit de resultaten van een confirmatieve factor 
analyse van de BIB scores van 328 ambulante forensisch psychiatrische patiënten kan 
geconcludeerd worden dat de scores van de afzonderlijke inzet categorieën één dimensie 
vormen. De interne consistentie betrouwbaarheid en de in interbeoordelaar betrouwbaar-
heid van de BIB totaalscore zijn goed met waarden van .93 voor Cronbach’s alfa en .76 
voor de Pearson correlatie tussen onafhankelijke beoordelingen. Evidentie voor de validiteit 
van de BIB komt van Pearson correlaties van .46 met de scores van de Bereidheid tot Inzet 
(BTI) schaal van de TMS-F en .66 met een beoordeling van BTI door therapeuten. 
Daarnaast wordt in een confirmatieve factor analyse een correlatie van .91 gevonden tussen 
de BIB factor en een BTI factor welke de overlap van beide BTI maten weerspiegelt. 
Tenslotte worden – analoog met Hoofdstuk 6 – plots voor de omzetting van ruwe BIB 
scores in percentiel scores, Norm scores en Latente scores weergegeven en worden 
drempelwaarden voor statistische significantie van verschillen tussen individuele BIB 
scores gerapporteerd. 
In Hoofdstuk 8 worden de belangrijkste conclusies van de diverse onderzoeken 
samengevat en worden drie beperkingen van de studies besproken die verdergaand 
onderzoek wenselijk maken. 
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T M S - F 
 
Voor een therapie is het van belang dat de patiënt een realistisch beeld heeft 
van zichzelf en van de behandeling. Hierover gaat deze vragenlist.  
Instructie 
Op de volgende bladzijden staan een aantal uitspraken met daarachter vijf 
antwoordmogelijkheden. Geeft u aan in hoeverre u het met de uitspraken 
eens bent door telkens één van de antwoordmogelijkheden aan te kruisen.  
Voorbeeld: Ik denk erg negatief over 
mijzelf  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
! Als u met de uitspraak helemaal instemt, kruist u aan “Helemaal eens”. 
! Als u de uitspraak helemaal niet op u van toepassing vindt, dan kiest u 
“Helemaal oneens”. 
! Als u zich in grote lijnen in de uitspraak kunt vinden maar toch niet 
helemaal ermee instemt, dan kiest u “Grotendeels eens”. 
! Als u de uitspraak eerder onwaar vindt maar deze ook weer niet helemaal 
afwijst, dan kiest u “Grotendeels oneens”. 
! Als uw mening over de uitspraak onbeslist is, of u echt niet kunt kiezen, 
alleen dan kiest u “Evenveel eens als oneens”.  
Bij enkele uitspraken bestaat nog een zesde optie “Niet van toepassing”.  
Belangrijk! 
! Er zijn geen goede of slechte antwoorden. Elk antwoord is goed 
als het uw werkelijke mening weergeeft.* 
! Werkt u vlot en denkt u vooral niet lang na over het antwoord. 
Het gaat om uw eerste indruk. 
! Sla vooral geen vragen over.  
 
                                                 
*
 Let op: De TMS-F maakt gebruik van een statistische methode waarmee antwoorden kunnen 
worden achterhaald waarmee de respondent zijn werkelijke mening onjuist heeft weergeven. 
 
1. Tijdens de therapiezittingen voel ik mij bijna 
altijd prettig 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
2. Ook zonder hulp van buiten heb ik mijn 
leven goed in de hand 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
3. Ik ben zeer tevreden met de behandeling die 
ik krijg  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
4. Ik probeer soms liever met gelijke munt te 
betalen dan te vergeven en te vergeten. 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
5. Als therapeuten vinden dat ik mij 
onvoldoende inzet, zou dat vervelende 
justitiële gevolgen voor mij kunnen hebben  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
6. Het is best mogelijk dat de behandeling 
vroeg of laat toch nog mislukt  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
7. Thuis wil ik zoveel mogelijk afstand nemen 
van de therapie en er niet steeds mee bezig 
blijven 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
  
  
8. Er zijn tijden geweest dat ik zin had in 
opstand te komen tegen hoger gestelde 
personen, ook al wist ik dat ze gelijk hadden 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
9. Ik loop vaak te piekeren over mijn 
problemen 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
10. Het moet kunnen dat je in therapie dingen 
voor je houdt die je te moeilijk vindt om over 
te praten 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
11. Om te voorkomen dat het weer mis gaat, 
moet ik mijn manier van leven ingrijpend 
veranderen 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
12. Ik heb twijfels of een therapie veel kan 
bereiken bij problemen zoals die van mij 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
13. Wanneer ik door de kliniek weggestuurd 
zou worden, zou ik met zekerheid 
problemen krijgen met justitie  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
14. Wat de behandeling mij aan tijd kost valt 
best mee 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
 
15. Mijn behandeling zou anders aangepakt 
moeten worden dan het nu gebeurt  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
16. Ik heb nooit met opzet iets gezegd 
waardoor de gevoelens van een ander 
werden gekwetst 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
17. Als ik meerdere weken geen vooruitgang 
zie, zal mijn inzet voor de behandeling 
waarschijnlijk afnemen 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
18. Door mijn problemen voel ik mij vaak rot Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
19. Ook zonder therapie zou ik weer op het 
goede spoor kunnen komen 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
20. Buiten de therapie wil ik gewoon mijzelf zijn 
en niet óók nog weer over mijn gedrag 
moeten nadenken 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
21. Ik vind dat de therapeuten mijn behandeling 
heel goed aanpakken 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
 
  
  
22. Ik heb mij ooit eens ziek gemeld op school 
of bij mijn werk, terwijl ik niet echt ziek was  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
23. Als ik een onderwerp buiten de behandeling 
wil houden, moet men dat accepteren  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
24. Therapiezittingen zijn voor mij vaak erg 
zwaar 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
25. De justitiële stok achter de deur stelt bij mij 
weinig voor 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
26. Om werkelijk te veranderen heb ik zeker 
(nog) behandeling nodig 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
27. De behandeling gaat wel ten koste van 
andere dingen die ook belangrijk voor mij 
zijn  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
28. Ik zou nog eerder de behandeling 
beëindigen, dan ervoor bepaalde contacten 
te moeten opgeven  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
 
 29. Als ik een fout maak ben ik altijd bereid om 
deze toe te geven 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
30. Ik heb een kloteleven Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
31. Ook tegenover therapeuten kan je soms 
beter voor je houden wat er in je omgaat  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
32. Ik heb wel eens slecht over een vriend of 
vriendin gesproken waar hij/zij niet bij was 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
33. Mijn therapeuten weten perfect hoe ze met 
mij moeten omgaan 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
34. Het is best wel mogelijk dat 
justitie een oogje zou 
dichtknijpen, als ik de 
behandeling zou afbreken  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
Niet van toepassing 
(behandeling heeft geen enkele justitiële aanleiding) 
! 
! 
! 
! 
! 
! 
35. De behandeling wordt misschien toch weer 
een teleurstelling  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
  
  
36. Dat ik besluit om mijn gedrag te veranderen 
is niet genoeg. Er moet nog veel meer 
gebeuren 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
37. Als ik in de behandeling veel tegenslag zou 
krijgen, zou mijn inzet waarschijnlijk minder 
worden  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
38. Ik zeg wel eens een onwaarheid als het 
moet 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
39. Eerlijk gezegd heb ik soms twijfels of een 
behandeling bij mij veel zal uithalen 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
40. Ik word vaak hopeloos van de chaos in mijn 
leven 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
41. Door de behandeling is mijn leven zwaarder 
geworden 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
42. Als ik iets anders moet doen wat belangrijk 
is voor mijn toekomst zou ik therapie 
waarschijnlijk afzeggen  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
 
43. De druk van justitie voel ik sterk Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
44. Ondanks alles voel ik mij even veel waard 
als anderen  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
45. Het is voorgekomen dat ik uit eigenbelang 
iemand heb benadeeld 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
46. Voor mijzelf ben ik volstrekt zeker dat ik 
mijn nieuwe gedrag na de behandeling kan 
volhouden  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
47. Ik voel mij heel goed begrepen door mijn 
therapeuten 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
48. Als ik weinig verandering in mijn leven zou 
zien, zou ik de behandeling beëindigen 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
49. Met mij is wel degelijk iets aan de hand 
waarvoor je therapie nodig hebt  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
 
  
  
50. Ik vind het soms moeilijk om met iets door te 
gaan als ik niet word aangemoedigd 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
51. Wat de behandeling van mij aan offers 
vraagt valt best mee 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
52. Een ander soort behandeling zou voor mij 
waarschijnlijk beter zijn 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
53. Ik heb waarschijnlijk te weinig geduld voor 
de behandeling  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
54. Ik heb veel last van spanning of innerlijke 
onrust 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
55. Als ik mij oneerlijk behandeld voel, kan het 
gebeuren dat ik de volgende therapie afzeg 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
56. Soms stoor ik mij aan mensen die mij om 
een gunst vragen 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
 
57. De justitiële gevolgen wanneer ik de 
behandeling nu zou afbreken zouden wel 
meevallen 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
58. Bij mij is echt wel sprake van 
gedragsproblemen. 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
59. Ik ben wel eens jaloers geweest op het 
materiele geluk van anderen 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
60. Ik zou het bezwaarlijk vinden als ik in mijn 
vrije tijd steeds weer dingen voor de 
behandeling zou moeten doen 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
61. Het voelt voor mij soms vernederend om in 
behandeling te zijn  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
62. Mijn therapiedoelen zijn helder en 
overzichtelijk  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
63. Ik heb vaak een hekel aan mijzelf vanwege 
mijn gedrag  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
 
  
  
 
64. Ik denk dat mijn probleemgedrag nooit echt 
zal veranderen  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
65. Ik heb mij nog nooit geërgerd wanneer 
iemand een mening tot uitdrukking bracht 
die erg verschilde van mijn eigen mening 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
66. Als de kliniek mij voortijdig zou 
wegsturen, zou justitie mijn straf 
zeker ten uitvoer leggen 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
Niet van toepassing 
(behandeling is geen voorwaarde van justitie) 
! 
! 
! 
! 
! 
! 
67. Het kost mij vaak veel moeite om naar 
therapie te gaan  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
68. Als de behandeling mij financieel pijn zou 
doen, zou mijn motivatie daaronder lijden  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
69. Ik heb soms twijfels aan het nut van wat in 
therapiezittingen wordt besproken of gedaan  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
70. Ik moet leren met bepaalde situaties beter 
om te gaan, anders zou het weer mis 
kunnen gaan 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
71. Ondanks alles heb ik best een aardig leven  Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
72. Ik ben altijd beleefd, zelfs als mensen zich 
onaardig gedragen 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
73. Als ik dingen uit mijn privé-leven voor mij wil 
houden, moeten therapeuten dat maar 
accepteren 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
74. Als je thuis bent, moet het ook echt vrije tijd 
zijn, anders blijf je maar bezig met de 
behandeling 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
75. Ik voel mij wel eens wrokkig als ik mijn zin 
niet krijg 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
76. Als ik niet in behandeling was gegaan, dan 
had dat justitiële gevolgen gehad waar ik 
nogal tegenop zie 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
77. Ik heb soms twijfels of de behandeling mijn 
leven echt kan veranderen 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
 
  
  
 
78. Ik denk dat ik geen therapie (meer) nodig 
heb om mijn gedrag te veranderen  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
79. Ik ben het volledig eens met de doelen van 
de behandeling  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
80. Als je bedenkt wat het mij kost aan tijd, geld 
en moeite, dan vraagt de behandeling van 
mij een hoge prijs  
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
81. Ongeacht met wie ik spreek, ik kan altijd 
goed luisteren 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
82. Mijn motivatie zou achteruit gaan, als ik het 
door de behandeling nog moeilijker krijg 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
83. Ik ben vaak wanhopig van mezelf Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
84. Ik maak mij zorgen over het resultaat van 
mijn behandeling 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
 
85. Door mijn justitiële situatie heb ik geen 
echte keus, ik moet de behandeling wel 
afmaken 
Helemaal eens 
Grotendeels eens 
Evenveel eens als oneens 
Grotendeels oneens 
Helemaal oneens 
! 
! 
! 
! 
! 
z.o.z.
  
  
Item numbers per TMS-F scale 
 
Scale Positively keyed Negatively keyed 
Problem Recognition 2, 19, 78 11, 26, 36, 49, 58, 
Distress 44, 71 9, 18, 30, 40, 54, 63, 83 
perceived Legal 
Pressure 
 
25, 34 a, 57 
 
5, 13, 43, 66 b, 76, 85 
perceived Costs of the 
Treatment 
 Facet 1 
 Facet 2 
      
           
1 
14, 51 
 
 
24, 41, 61, 67 
27, 80 
perceived Suitability of 
the Treatment 
 
15, 52, 69 
 
3, 21, 33, 47, 62, 79 
Outcome Expectancy 6, 12, 35, 39, 53, 64, 77, 84 46 
Motivation to Engage 
in the Treatment 
 Facet 1 
 Facet 2 
 Facet 3 
 
 
17, 28, 37, 42, 48, 55, 68, 82 
10, 23, 31, 73 
7, 20, 60, 74 
 
Social Desirability 
response bias 
 
4 c, 8 c, 16 c, 22, 32, 38, 45 c, 
50 c, 56 c, 59 c, 75 c 
 
29 c, 65 c, 72 c, 81 c 
 
Note. Numbers represent item number in the TMS-F; Positively keyed: agreement 
means ‘more of the concept’, Negatively keyed: agreement means ‘less of the concept’. 
a
 ‘niet van toepassing’ receives the same score as ‘helemaal eens’,  
b
 ‘niet van toepassing’ receives the same score as ‘helemaal oneens’, 
c
 item is part of the 12-item short form of the Marlowe-Crowne Social Desirability 
scales developed by Reynolds (1982).  
  
  
Appendix B: TER form 
 
 Naam patient 
(na het invullen verwijderen)
In te vullen door de beoordelaar 
8 weken ± 
 
 
! Groepstherapie  
! Individuele therapie 
! Groepstherapie  
! Individuele therapie 
! Groepstherapie  
! Individuele therapie 
 Patiëntnummer                 Te beoordelen op           Beoordelingsperiode 
        Beoordelaar     Datum Beoordeling 
Beoordeelde behandelonderdelen 
Opmerkingen 
  
BEOORDELINGSLIJST 
  
INZET VOOR DE  
 
BEHANDELING 
    
 
Instructie 
 
Met de BIB worden diverse aspecten van de inzet van patiënten voor 
hun behandeling in de afgelopen 8 weken beoordeeld. Dit gebeurt op 
5-punt schalen waarbij een hogere score telkens voor een grotere inzet 
staat.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Boven de schaalpunten is aangegeven wanneer de patiënt voor de 
score in aanmerking komt. Wanneer geen beschrijving het gedrag van 
de patiënt helemaal weergeeft geeft men de meest toepasselijke score. 
In sommige gevallen bestaat een optie “niet van toepassing” (n.v.t.). 
 
Stappen bij de beoordeling 
1. Haal het begin van de beoordelingsperiode (8 weken) voor je geest; 
2. Lees de toelichting en voorbeelden van het te beoordelen aspect; 
3. Lees de omrande beschrijving boven schaalpunt 3; 
4. Bepaal of de patiënt hiervan eerder in de positieve richting (rechts) 
of negatieve richting (links) afwijkt, en lees – hiervan afhankelijk – de 
beschrijving bij schaalpunt 1 of 5;  
5. Let bij het scoren op het volgende: 
! Beoordeel alleen het gevraagde aspect; laat je niet leiden door 
een algemene indruk van de patiënt; 
! Wees geen te ‘strenge’ en vooral ook geen te ‘milde’ beoordelaar; 
geef bij gemiddeld gedrag een 3; 
Tussen 
ℵ en ℜ  
Tussen 
ℜ en ⊗ 
Probeert onder 
alle offers uit te 
komen. 
Zet desnoods 
zelfs de 
behandeling op 
het spel. 
Brengt ook 
substantiële 
en pijnlijke 
offers. 
Brengt geringe 
offers maar 
probeert onder 
pijnlijke offers 
uit te komen. 
Zet de 
behandeling 
hierbij niet op 
het spel. 
1 2 3 4 5 n.v.t
Er werd 
geen enkel 
offer 
gevraagd 
Voorbeeld:   Offers voor de behandeling 
 
1. AANWEZIGHEID 
 
 
1.1 Afspraken in de afgelopen 8 weken 
 B: Afgezegd door therapeut of kliniek  
! 0 
! 1 
! 2 
    vaker, nl.: ……  
 A: Oorspronkelijk gepland: 
!  1 – 3  
! 4 
! 5 
! 6   
! 7 
! 8  
 meer: ±  ……  
C: Netto aanbod therapiezittingen (A –B):  ........... 
 
 
1.2 Drop-out / Push-out  
! De patiënt heeft de behandeling inmiddels tegen advies afgebroken 
! De kliniek heeft de behandeling inmiddels voortijdig beëindigd  
 
 
 
1.3 Verzuim in de afgelopen 8 weken  
 A: Aantal keren gemist: 
! 0  
! 1  
! 2  
! 3  
! 4  
 vaker, ±  …  
B: Adequaat afgezegd  (op tijd, geldige reden) 
! 0  
! 1  
! 2  
! 3  
! 4  
vaker, ±  … 
 Bijzonderheden (bijv. langdurige ziekte): 
……………………………………………………………………..
 
 
 
 
1.4 Te laat op afspraken in de afgelopen 8 weken 
 
 Aantal keren meer dan 5 minuten: 
! 0  
! 1  
! 2 
! 3  
! 4  
vaker, ±  …  
 
 
Daarvan 
Daarvan 
  
  
2. OFFERS VOOR DE BEHANDELING 
 
Let op:  
Er is alleen sprake van een offer indien men dit door een andere keuze had kunnen 
voorkomen. Bijv.: “Verlies aan inkomsten” is geen offer als het alternatief voor be-
handeling een gevangenisstraf is waarbij men ook niet meer inkomsten zou hebben.  
2.1 Financiële offers voor de behandeling: 
! Kosten behandeling  (bijv. niet vergoede reiskosten, eigen bijdrage) 
! Verlies aan inkomsten  
! Overige  (bijv. kosten van door de behandeling geëiste verhuizing) 
 
2.2 Sociale offers voor de behandeling: 
! Minder tijd voor partner, kinderen, vrienden etc.  
! Moeten opgeven van destructieve sociale contacten 
! Overige  (bijv. verlies aan status in de peer groep) 
 
2.3 Psychologische offers voor de behandeling  
! Opgeven van plezierige activiteiten  (risicovolle activiteiten, alcohol of drugsgebruik etc.) 
! Belasting door de therapie zelf  (onwennigheid, krenking, confrontaties, etc.) 
! Aversieve activiteiten of situaties  (huiswerk, vroeg opstaan, lange reiswegen, etc.)  
! Overige  (bijv. afkeuring door belangrijke derden) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
              
 
 
 
 
 
 
 
 
 
1 2 3 4 5 
Tussen 
1 en 3  
Tussen 
3 en 5 
Probeert onder 
alle offers uit te 
komen, ook 
onder druk of 
wanneer dit 
duidelijk ten 
koste gaat van 
de behandeling.  
Brengt 
zonder 
morren ook 
substantiële 
of pijnlijke 
offers. 
Brengt geringe 
offers maar 
probeert in 
eerste instantie 
onder grotere 
offers uit te 
komen. 
1 2 3 4 5 
1 2 3 4 5 2.1  Financiële 
 offers 
2.2  Sociale 
 offers 
2.3  Psycho
 logische 
 offers 
n.v.t. 
n.v.t. 
Behandeling 
vraagt het 
offer geheel 
niet. 
3. OPENHEID 
 
 
3.1 Openheid over relevante feiten: 
! betreffende het eigen gedrag (in heden en verleden)  
! betreffende gebeurtenissen (in heden en verleden) 
 
 
3.2 Openheid over de eigen binnenwereld 
! betreffende gedachten of fantasieën 
! betreffende gevoelens  (waarvan men zich bewust is) 
! betreffende neigingen of plannen 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Herinnering:  Kijk uit voor te milde beoordeling 
Tussen 
1 en 3 
Tussen 
1 en 5 
Houdt zich 
doorgaans op de 
vlakte. 
Ook bij gerichte 
vragen verzwijgt hij 
vaak belangrijke 
zaken of liegt zelfs 
om een ongunstige 
indruk te 
voorkomen. 
Geeft ook 
gevoelige  
informatie 
doorgaans 
uit zichzelf. 
Is uit zichzelf 
terughoudend met 
het geven van 
gevoelige 
informatie. 
Is echter meer 
open en door-
gaans eerlijk bij 
gerichte vragen. 
1 2 3 4 5 
1 2 3 4 5 3.1  Openheid 
 over feiten 
 
3.2  Openheid  
 over de eigen 
 binnenwereld 
 
    
 
4. INSPANNING VOOR VERANDERING VAN PROBLEEMGEDRAG 
 
 
Let op:  
Omdat het om gedrag buiten het gezichtsveld van de beoordelaar gaat, moet de 
inschatting worden gebaseerd op aanwijzingen zoals de wijze waarop de patiënt 
erover praat, informatie van derden, etc. 
 
4.1 Inspanning voor gedragsverandering binnen therapiesessies: 
Bijvoorbeeld: 
- Moeite doen voor meer adequaat sociaal gedrag 
- Moeite doen om impulsief gedrag te beheersen 
- Zich meer kwetsbaar opstellen 
 
 
4.2 Inspanning voor gedragsverandering buiten therapiesessies 
Bijvoorbeeld: 
- Risicovolle situaties uit de weg gaan 
- Verbeterd communicatiegedrag in de partnerrelatie 
- Actieve aanpak van problemen 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1 2 3 4 5 
Tussen 
1 en 3 
Tussen 
1 en 5 
Doet 
nauwelijks 
moeite om 
oud gedrag 
door nieuw 
gedrag te 
vervangen. 
Consequente 
inspanning 
voor gedrags-
verandering 
ook waar dit 
veel moeite 
kost.  
Probeert 
regelmatig om 
gedrag te 
veranderen.  
Mist echter 
doorzettings-
vermogen en 
vastbeslotenheid. 
1 2 3 4 5 
4.1  Binnen 
 therapie-
 sessies  
4.2  Buiten 
 therapie-
 sessies  
 
 
absoluut 
geen 
inschatting 
mogelijk  
5. OMGANG MET DE GESTELDE DOELEN 
 
 
 
Toelichting:  
Onder “gestelde doelen” valt alles wat in de behandeling expliciet wordt nagestreefd, 
dus niet alleen het uiteindelijke behandeldoel ‘delictpreventie’ maar ook alle subdoelen.  
 
 
 
 
5.1 Kennen van en zich committeren aan gestelde doelen  
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
5.2 Inzet voor vertaling van doelen in concrete stappenplannen 
 
 
 
 
 
 
 
 
 
 
  
 
 
Tussen 
1 en 3 
Tussen 
3 en 5 
Is nauwelijks 
op de hoogte 
van de 
afgesproken 
doelstellingen. 
Lijkt hierin ook 
weinig geïn-
teresseerd. 
Ervaart therapie-
doelen als eigen 
doelen met hoge 
prioriteit in zijn 
leven.  
Ervaart sterke 
zelfverplichting tot 
doelgerichte 
inspanningen. 
Kent de afgesproken 
doelstellingen in 
grote lijnen.  
Onderschrijft deze 
maar verliest ze 
regelmatig uit het 
oog. Vaak krijgen 
andere zaken 
prioriteit. 
1 2 3 4 
Tussen 
1 en 3 
Tussen 
3 en 5 
Lijkt weinig 
geïnteresseerd 
in het vertalen 
van algemene  
doelstellingen in 
concrete 
gedragsplannen.
Zet zich actief in voor 
het vertalen van 
algemene doelen in 
concrete en 
realistische plannen. 
Neemt hiertoe 
zonodig ook zelf het 
initiatief. 
I.h.a. wel betrokken 
bij het vertalen van 
doelen in concrete 
plannen. 
De therapeut moet 
hierbij echter 
meestal het 
voortouw nemen. 
1 2 3 4 5 
5 
 
  
  
6. INZET VOOR VERBETERING VAN DE MAATSCHAPPELIJKE INBEDDING 
 
 
 
 
Let op!  Ieder aspect op zichzelf beoordelen 
 
 
 
 
 
 
1 2 3 4 5 
Doet nauwelijks 
herkenbare 
moeite voor ver-
betering van de 
huidige situatie. 
Legt adviezen 
naast zich neer 
of komt afspra-
ken niet na.  
Wisselende inzet 
ter verbetering 
van de huidige 
situatie.  
Zet belangrijke 
stappen maar 
toont i.h.a. 
onvoldoende 
doorzettings-
vermogen en 
eigen initiatief. 
Veel inzet ter 
verbetering 
van de hui-
dige situatie. 
Geeft niet op 
bij obstakels 
of tegenslag. 
Zet ook 
moeilijke 
stappen.  
n.v.t6.1 Werk  
 
6.4  Vrije tijd / 
 sociale 
 contacten  
6.3  Partner-
 relatie  
6.2 Wonen  
 
6.5  Financiële 
 situatie  
 
1 
1 
1 
1 
2 
2 
2 
2 
3 
3 
3 
3 
4 
4 
4 
4 
5 
5 
5 
5 
n.v.t
n.v.t
n.v.t
n.v.t
Tussen 
1 en 3 
Tussen 
3 en 5 
Speelt 
geen 
enkele 
rol in de 
therapie. 
Ter herinnering: Wees niet te mild; aarzel niet om ook 1 of 5 te scoren 
7. CONSTRUCTIEF GEBRUIK MAKEN VAN DE THERAPIEZITTINGEN 
 
 
 
7.1 Relevante onderwerpen bespreken 
 
 
 
 
 
 
 
 
 
 
 
 
 
7.2 Constructief omgaan met adviezen en aangereikte denkkaders 
 
 
 
 
 
 
o 
 
 
 
 
 
 
 
 
7.3 Gerichtheid op concrete gedragsverandering of probleemoplossing  
 
 
 
 
 
 
o 
 
 
 
 
 
Tussen 
1 en 3 
Houdt regelmatig 
relevante 
onderwerpen af 
of houdt het vaag 
wanneer de 
therapeut op het 
onderwerp 
doorgaat. 
Brengt doorgaans 
uit zichzelf 
relevante zaken 
(ook gevoelige) 
ter sprake. 
 Is daarbij 
voldoende 
concreet. 
Brengt belangrijke 
zaken vaak niet zelf 
ter sprake maar 
werkt wel actief 
mee wanneer de 
therapeut dit doet.  
1 2 3 4 5 
1 2 3 4 5 
Reageert regelmatig 
afwijzend op advies, 
feedback en 
aangereikte denk-
kaders of legt deze 
naast zich neer. 
Staat open voor 
advies, feedback 
en aangereikte 
denkkaders. Doet 
uit zichzelf echter 
weinig voor 
verdieping en 
concretisering. 
Vraagt veelal zelf 
om feedback, 
advies of visies.  
Is actief om er 
zoveel mogelijk 
uit te halen.  
Tussen 
3 en 5 
Tussen 
3 en 5 
Tussen 
1 en 3 
1 2 3 4 5 
Lijkt tijdens zittingen 
nauwelijks gericht 
op concrete 
gedragsverandering 
of probleem-
oplossing.  
Het streven naar 
gedragsverandering 
en probleemoplos-
sing is in zittingen 
regelmatig 
herkenbaar maar is 
vaak onvoldoende 
vasthoudend en 
concreet. 
Tussen 
3 en 5 
Richt zich in 
zittingen 
consequent en op 
concrete wijze op 
gedragsverandering 
of probleem-
oplossing. Tussen 
1 en 3 
 
    
 
8. TUSSEN THERAPIEZITTINGEN BEZIG ZIJN MET HET BESPROKENE 
 
 
Bijvoorbeeld: 
! Constructief doordenken op een in de therapie besproken onderwerp; 
! Met derden constructief praten over een in de therapie besproken onderwerp; 
! Experimenteren met gedrag in het verlengde van het in de therapie besprokene. 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Tussen 
1 en 3 
Tussen 
3 en 5 
Lijkt tussen 
zittingen zelden 
constructief bezig 
te zijn geweest 
met het 
besprokene. 
Lijkt tussen 
zittingen 
doorgaans en 
meestal intensief 
met het 
besprokene bezig 
te zijn geweest.  
Lijkt tussen zittingen 
regelmatig met het 
besprokene bezig te 
zijn geweest.  
De indruk bestaat 
dat dit i.h.a. niet 
zeer intensief is 
gebeurd. 
1 2 3 4 5 
     9. GLOBALE BEOORDELING VAN DE MATE VAN INZET 
 
 
 
Let op!   
! Probeer een globaal oordeel te geven zoals je zou hebben gedaan voordat je 
aan de lijst begon. Neem hiervoor even afstand van je eerdere beoordelingen;  
! Let op de ijking van de schaal: Er moeten ongeveer evenveel patiënten zijn 
met een score boven als beneden 3. Gebruik ook de schaalpunten 1 en 5; 
! Denk erom, het gaat alleen om de afgelopen 8 weken. 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
Beneden 
gemiddelde 
inzet 
Geringe 
inzet.  
Grote 
inzet. 
Gemiddelde 
inzet 
1 2 3 4 5 
Boven 
gemiddelde 
inzet 
  
  
 
Achtergrondgegevens patiënt  
 
 
1. Leeftijd 
 
……. 
  jaar 
  
 
2. Geslacht 
 ! man   
 ! vrouw 
 
3. Culturele achtergrond (land van herkomst van de ouders; evtl. twee) 
! Nederland  
! West-Europa, USA, Canada, Australië, Nieuw-Zeeland   
! Oost-Europa (toenmalig Oostblok en toenmalig Joegoslavië)  
! Turkije, Afrika, Midden- of Zuidamerika, Azië  
! overige, nl.:  
…………………………………………………….. 
4. Vindt de behandeling plaats naar aanleiding van een door patiënt 
gepleegd delict? 
! nee 
ja, namelijk: 
! seksueel delict, slachtoffer < 16 jaar 
! seksueel delict, slachtoffer ≥ 16 jaar  
! gewelddelict (zonder primair seksueel of materieel motief) 
! overige, nl.:  
…………………………………………………….. 
5. Justitiële titel van de patiënt  
! geen 
! bijzondere voorwaarden bij een voorwaardelijke veroordeling 
! schorsing voorlopige hechtenis 
! voorwaardelijk sepot officier van justitie 
! TBS met voorwaarden (of TBS met aanwijzingen) 
! voorwaardelijke beëindiging TBS 
! overige, nl.:  
…………………………………………………….. 
6. Psychopathologie van de pat iënt?  
As I 
! Psychotische stoornis 
! Verslaving  
! Overige As I stoornis 
As II 
! Cluster B persoonlijkheidsstoornis of sterk aanwezige Cluster B 
persoonlijkheidstrekken (antisociaal, borderline, narcistisch, theatraal)  
! Overige persoonlijkheidsstoornis of sterk aanwezige trekken hiervan 
 
 
z.o.z. 
 
 
     ……..……………………… 
  Naam patiënt 
(wordt later verwijderd) 
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THERAPEUTFORMULIER 
 
                                                                             
Naam therapeut:                                                           Datum: 
 
 
Achtergrondgegevens behandeling  
 
1. Type behandeling 
! deeltijdbehandeling  (één of meer dagen of dagdelen per week) 
! poliklinische behandeling  (afzonderlijke therapiezittingen)  
 
 
2. Hoe lang loopt de huidige behandeling al? (intakefase niet meerekenen) 
! korter dan 3 weken 
! 3 weken t/m 3 maanden 
! 4 t/m 9 maanden  
! 10 t/m 18 maanden 
! langer dan 18 maanden 
 
 
3. Inschatting hoe lang de behandeling nog zal duren 
! korter dan 2 maanden 
! nog 2 t/m 6 maanden 
! nog langer dan 7 maanden  
 
 
4. Huidige intensiteit van de behandeling: 
Individuele contacten (minimaal 30 minuten):  
! Meer dan 5 per maand 
! 2 tot 5 per maand 
! 1 per maand 
! Geen 
Groepscontacten (minimaal 45 minuten): 
! Meer dan 5 per maand 
! 2 tot 5 per maand 
! 1 per maand 
! Geen 
 
 
    
  
Inschatting van motivationele factoren 
Hieronder wordt u gevraagd om in te schatten in hoeverre verschillende 
motivationele factoren bij de patiënt aanwezig zijn. Het betreft dezelfde factoren 
welke ook in de TMS-F zijn verwerkt.  
Omcirkelt u telkens de voor de patiënt meest toepasselijke score. 
 
1. Subjectieve justitiële druk 
!   Patiënt heeft geen enkele justitiële druk (ga verder bij 1c) 
 
a Patiënt acht het waarschijnlijk dat het serieuze justitiële 
consequenties zou hebben als hij de behandeling nu zou 
afbreken of door de kliniek zou worden weggestuurd 
niet 1   2   3   4   5 
In 
sterke 
mate 
b Patiënt ervaart deze consequenties als bedreigend niet 1   2   3   4   5 
In 
sterke 
mate 
c Patiënt acht het waarschijnlijk dat de kliniek de behande-
ling zou beëindigen als hij zich onvoldoende zou inzetten niet 1   2   3   4   5 
In 
sterke 
mate 
 
 
2. Probleembesef 
 
a Patiënt voelt zich verantwoordelijk voor zi jn delict en is 
ervan doordrongen dat iets dergelijks zich niet mag 
herhalen 
niet 1   2   3   4   5 
In 
sterke 
mate 
b Patiënt beaamt dat hij psychologische problemen en/of 
gedragsproblemen heeft  niet 1   2   3   4   5 
In 
sterke 
mate 
c Patiënt beaamt dat hij behandeling nodig heeft om te 
veranderen  niet 1   2   3   4   5 
In 
sterke 
mate 
 
 
3. Succesverwachting 
 
a Patiënt is er voor zichzelf zeker van dat hij de 
behandeling zal volhouden niet 1   2   3   4   5 
In 
sterke 
mate 
b Patiënt gaat ervan uit dat hij door de behandeling 
daadwerkelijk zal veranderen niet 1   2   3   4   5 
In 
sterke 
mate 
c Patiënt verwacht dat hij door de behandeling uiteindelijk 
een beter leven zal hebben niet 1   2   3   4   5 
In 
sterke 
mate 
 
 
 
4. Lijdensdruk 
a Patiënt lijdt onder zijn probleemgedrag en/of zijn 
psychische problemen niet 1   2   3   4   5 
In 
sterke 
mate 
b Patiënt lijdt onder de gevolgen van zijn probleemgedrag 
(incl. zorgen over de eigen toekomst)  
(het lijden onder de justitiële situatie hier niet meetellen) 
niet 1   2   3   4   5 
In 
sterke 
mate 
 
5. Subjectieve prijs van de behandeling 
a Patiënt ervaart de behandeling als aversief en/of 
belastend 
niet 1   2   3   4   5 
In 
sterke 
mate 
b Patiënt ervaart de offers voor de behandeling als zwaar  
(bijv. financiële offers, opgeven van vrije tijd of plezierige 
activiteiten) 
niet 1   2   3   4   5 
In 
sterke 
mate 
 
6. Perceptie van de geschiktheid van de behandeling 
a Patiënt ervaart de kliniek en het behandelaanbod voor 
zichzelf als geschikt niet 1   2   3   4   5 
In 
sterke 
mate 
b Patiënt ervaart de behandeldoelen als relevant en 
onderschrijft deze niet 1   2   3   4   5 
In 
sterke 
mate 
c Patiënt is tevreden met zijn therapeut(en) en de 
therapeutische relatie(s) niet 1   2   3   4   5 
In 
sterke 
mate 
 
7. Bereidheid tot inzet 
a Patiënt doet zijn best om op therapieafspraken aanwezig 
te zijn  niet 1   2   3   4   5 
In 
sterke 
mate 
b Patiënt is bereid om offers voor de behandeling te brengen  
(bijv. financiële offers, vrije tijd, opgeven van activiteiten, 
emotionele belasting) 
niet 1   2   3   4   5 
In 
sterke 
mate 
c Patiënt is bereid openheid te geven over zijn leven 
buiten de kliniek en over hetgeen er in hem omgaat  niet 1   2   3   4   5 
In 
sterke 
mate 
d Patiënt is bereid om zowel tijdens als tussen therapie-
zittingen inspanningen voor de behandeling te leveren  niet 1   2   3   4   5 
In 
sterke 
mate 
e Patiënt is vastbesloten de behandeling tot een succesvol 
einde te brengen, ongeacht evtl. obstakels, tegenslagen, 
of een langere behandelduur dan verwacht 
niet 1   2   3   4   5 
In 
sterke 
mate 
 
z.o.z. 
  
  
Appendix D: Definitions of the Concepts Underlying the TMS-F Scales 
 
The following definitions of the TMS-F concept guided the development of the TMS-F 
items as well as the items of the therapist-rating instrument that was used in the studies 
reported in the Chapters 4 – 6. With exception of the concept social desirability all 
definitions consist of two parts, a short definition of the concept, and an elaborated 
definitions of the facets that constitute the concepts. In the item-assignment task described 
in Appendix E, both definitions are used referred to as korte omschrijving and uitgewerkte 
omschrijving. 
Probleembesef (PR) 
In hoeverre de patiënt (al dan niet) onderschrijft dat iets moet veranderen aan zijn 
probleemgedrag (c.q. delinquentie) respectievelijk aan de oorzaken ervan. 
Facet 1: In hoeverre de patiënt de verantwoordelijkheid neemt voor zijn delinquent gedrag 
en onderschrijft dat het gedrag onacceptabel is en zich niet mag herhalen; 
Facet 2: In hoeverre de patiënt onderschrijft dat hij psychologische problemen resp. 
gedragsproblemen heeft, dat hieraan iets moet veranderen om terugval te voorkomen, en 
dat hiervoor behandeling noodzakelijk is. 
 
Lijdensdruk (LD) 
In hoeverre de patiënt (al dan niet) de eigen situatie (incl. het eigen toekomstperspectief) 
belastend vindt. 
Facet 1: Primaire lijdensdruk: het lijden aan het eigen probleemgedrag en de psychische 
problemen zelf;  
Facet 2: Secundaire lijdensdruk: het lijden onder de gevolgen (m.u.v de justitiële gevolgen) 
van het   probleemgedrag incl. de zorgen om de eigen toekomst.  
 
Subjectieve Justitiële Druk (JD) 
De perceptie van de materiële of immateriële prijs van de behandeling dan wel van de 
onmiddellijke belonende aspecten van de behandeling 
Facet 1: Als hoe bedreigend het justitiële alternatief voor de behandeling wordt ervaren; 
Facet 2: Hoe waarschijnlijk men het acht dat de justitiële dreiging ook daadwerkelijk wordt 
waargemaakt  wanneer men niet aan de justitiële voorwaarde van behandeling zou voldoen;  
Facet 3: In hoeverre men meent te worden weggestuurd bij onvoldoende inzet voor de 
behandeling.  
  
  
Subjectieve Prijs van de Behandeling (PB) 
In hoeverre de patiënt de behandeling resp. verschillende aspecten ervan voor zichzelf (al 
dan niet) als geschikt beschouwd. 
Facet 1: Als hoe aversief dan wel prettig de behandeling zelf wordt beleefd; 
Facet 2: Het subjectieve gewicht van de offers die men voor de behandeling moet brengen. 
 
Perceptie van de Geschiktheid van de Behandeling (GB) 
In hoeverre de patiënt (al dan niet) verwacht dat de behandeling een positief effect zal 
hebben 
Facet 1: De subjectieve geschiktheid van de kliniek en het behandelaanbod; 
Facet 2: In hoeverre de behandeldoelen worden begrepen, als relevant ervaren en 
onderschreven; 
Facet 3: De waardering voor de therapeut en de therapeutische relaties. 
 
Succesverwachting (SV) 
In hoeverre de patiënt (al dan niet) verwacht dat de behandeling een positief effect zal 
hebben 
Facet 1: De verwachting de behandeling vol te houden,  
Facet 2: De verwachting door de behandeling daadwerkelijk te kunnen veranderen  
Facet 3: De verwachting dat door de behandeling het eigen leven ten goede zal veranderen. 
 
Bereidheid tot inzet (BTI) 
In hoeverre de patiënt (al dan niet) geneigd om zich in te spannen ten einde zijn bijdrage 
aan het slagen van de behandeling te leveren 
Facet 1: Neiging tot verzuim en te laat komen  
Facet 2: Bereidheid om offers te brengen voor de behandeling  
Facet 3: Bereidheid om openhartig te zijn. 
Facet 4: Bereidheid om inspanningen voor de behandeling te leveren (behalve 
aanwezigheid en op tijd  komen; zie facet 1). 
Facet 5: De geneigdheid om vol te houden ook bij obstakels of tegenslag. 
 
Sociaal wenselijke antwoordneiging (SW) 
De neiging om zich sociaal wenselijker voor te doen dan met de werkelijkheid 
overeenkomt. De items hebben betrekking op sociaal onwenselijk gedrag dat de meeste 
mensen vertonen of op vormen van wenselijk gedrag dat bijna niemand vertoont. 
 
  
  
Appendix E: Assignment of TMS-F Items to the Concepts Underlying the 
Scales 
 
This assignment task was given to students and therapists from the field of the forensic 
psychiatry in the pilot stage of the development of the TMS-F. The purpose of the task was 
to find out to what extent the concept items were related to the concepts for which they 
were developed and unrelated to the concepts of the other TMS-F scales (see Chapter 3). 
The definitions of the concepts to which is referred in the following instruction for raters 
are given in Appendix D. 
  
Instructie 
 
Voor de beoordelingstaak heb je nodig het beoordelingsformulier met de items, 
een ‘korte omschrijving’ en een ‘uitgewerkte omschrijving’ van de 8 constructen.  
De beoordeling gebeurt in twee rondes. Voor de eerste ronde heb je alleen het 
beoordelingformulier en de ‘korte omschrijvingen’ nodig. Maak je vertouwt met de 
korte omschrijvingen van de begrippen. Loop nu de items een voor een langs en 
geef in de column “schaal” aan welk van de 8 constructen het item volgens jou 
meet. Soms zal je twijfelen tussen twee of meer constructen. Streep in de column 
"inhoudelijk overlap met schaal" aan over welke andere schalen je nog hebt 
nagedacht. 
Voor de tweede ronde heb je de ‘uitgewerkte omschrijvingen’ nodig. Bestudeer 
deze. Loop nu opnieuw de items een voor een langs en geef per item in de column 
“schaal + facet” aan tot welk facet van welk construct het item behoort. Streep 
vervolgens in de column "inhoudelijk overlap met schaal + facet” aan, over welke 
andere facetten van hetzelfde of andere constructen je nog hebt getwijfeld.  
Het is mogelijk dat je in de tweede ronde niet meer eens bent met je keuze in de 
eerste ronde. Verander je oordeel uit de eerste ronde echter niet! Het verschil 
tussen het oordeel in de eerste en tweede beoordelingsronde levert voor mij juist 
belangrijke informatie op. 
Opmerkingen in de laatste column over afzonderlijke items of eventuele problemen 
bij de toewijzing aan constructen en facetten stel ik zeer op prijs.  
Tenslotte: Je beoordeling is zeer belangrijk voor de ontwikkeling van de vragenlijst 
en de selectie van items. Mierenneuken is hierbij op zijn plaats. Ga daarom 
zorgvuldig en vooral niet gehaast te werk.  
Ik hoop dat je het ook nog een beetje leuk kan vinden. In ieder geval alvast 
hartelijk dank voor je inzet!  
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1e beoordelingsronde 2e beoordelingsronde 
Item Schaal Inhoudelijk overlap met schaal  Schaal 
+ facet 
Inhoudelijk overlap met schaal + facet 
Ik word vaak hopeloos van de chaos in mijn leven  PR, LD, JD, PB, GB, SV, BTI, SW   PR, LD, JD, PB, GB, SV, BTI, SW fac. 
Het moet kunnen dat je therapie afzegt wanneer je een 
slechte dag hebt 
 PR, LD, JD, PB, GB, SV, BTI, SW   PR, LD, JD, PB, GB, SV, BTI, SW fac. 
Ik heb mijn twijfels of de behandeling zich op de juiste 
doelstellingen richt 
 PR, LD, JD, PB, GB, SV, BTI, SW   PR, LD, JD, PB, GB, SV, BTI, SW fac. 
Ik heb goede hoop dat ik door de behandeling meer 
vat op mijn eigen leven zal krijgen 
 PR, LD, JD, PB, GB, SV, BTI, SW   PR, LD, JD, PB, GB, SV, BTI, SW fac. 
Ik heb er een hekel aan om door anderen als “patiënt” 
gezien te worden 
 PR, LD, JD, PB, GB, SV, BTI, SW   PR, LD, JD, PB, GB, SV, BTI, SW fac. 
Soms voel ik mij door therapeuten respectloos 
benaderd 
 PR, LD, JD, PB, GB, SV, BTI, SW   PR, LD, JD, PB, GB, SV, BTI, SW fac. 
Als ik erg opzie tegen een therapie kan het gebeuren 
dat ik afzeg 
 PR, LD, JD, PB, GB, SV, BTI, SW   PR, LD, JD, PB, GB, SV, BTI, SW fac. 
Als déze behandeling mij niet helpt, dan zullen andere 
behandelingen zeker ook niet helpen 
 PR, LD, JD, PB, GB, SV, BTI, SW   PR, LD, JD, PB, GB, SV, BTI, SW fac. 
Ik probeer soms liever met gelijke munt te betalen dan 
te vergeven en te vergeten. 
 PR, LD, JD, PB, GB, SV, BTI, SW   PR, LD, JD, PB, GB, SV, BTI, SW fac. 
 
PR: Probleembesef  LD: Lijdensdruk  JD: subjectieve Justitiële Druk  PB: subjectieve Prijs van de Behandeling  GB: subjectieve Geschiktheid van de Behandeling   
SV : Succesverwachting   BTI: Bereidheid tot Inzet voor de behandeling   SW: Sociaal Wenselijke antwoordneiging 
